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GASTRIC RESECTION AS THE METHOD 
OF CHOICE IN THE SURGICAL TREAT- 
MENT OF ULCERS OF THE STOMACH.* 
Dr. J. ABADIE, 


ORAN. 


‘Chief Surgeon to the Hospital; Corresponding Member, 


Société de Chirurgie de Paris, 


This article is based on a series of thirty cases 
of gastric resection for ulcer of the stomach. Cases 
of gastroenterostomy and resection of the ulcer are 
excluded.** 

These cases include: 17 primary pylorectomies, 
more or less extensive, excising from six to ten or 
twelve centimeters; one two-stage pylorectomy (in 
which the resection was performed two months af- 
ter the preliminary gastro-enterostomy, because of 
the extreme inaniton of the patient) ; two pylorec- 
tomies performed one and six years after gastro- 
enterostomies that had failed to effect complete 
cures ; ten extensive gastrectomies, resecting at least 
to the angle of the lesser curvature, six of which 
were performed with side-to-side anastomoses and 
four with end-to-side anastomoses. None of these 
patients were submitted to a general anesthesia. 


These thirty resections, which varied from lim-— 


ited pylorectomies to extensive gastric resections, 
including more than three-quarters of the stomach 
showed a mortality of two, with twenty-eight cures, 
These two deaths were due in one case to secondary 
hemorrhage from an adherent pancreas, in the 
other to leakage from the duodenal stump, with 
peritonitis, on the seventh day. 

The failures may be properly considered due to 
faulty technique, and they are probably avoidable 
and will occur with decreasing frequency in the 
hands of the same operator as the number of his 


cases increase. (This statement is not absolutely 
true, however, as the second death occurred in one 


of the author’s last cases, in which recovery seemed 
fairly certain). 

In this short communication, I am compelled to 
dismiss the subject of technique in ordér to empha- 
Size the essential factors of pathology and diag- 
Nosis, and to outline accurately the operative indi- 
cations. 


_ 


“Manuscript 1eceived in French. 


**Communication to l’Académié de Médecine, Paris, Nov. 25,° 


1919, 


Lesions. The diagrams in this article show the 
lesions and emphasize the necessity of the resections 
which were performed. There were eight ulcers of 
the lesser curvature, extensive and deep enough in 
most cases to prevent removal of the base of the 
ulcer. which was formed not by eroded stomach 
wall, but by extensively adherent neighboring or- 
gans (figs. 1 to 4); one ulcer of the anterior wall, 
superficial, in a female; one double ulcer of the an- 


trum; one mid-gastric and pyloric stenosis caused 


by cicatrization of old ulcers (fig. 5); one simple 
hypertrophy of the pylorus without visible signs of 
ulcer or cicatrix; eighteen ulcers of the pyloric 
region divided as follows: one saddle ulcer of the 
pylorus, four prepyloric, ten situated just on the 
duodenal side of the pylorus, one of these double, 
and three more almost completely cicatrized (figs. 
6, 7, 8). 


The important points are the following: the fre- 
quency of ulcers of the lesser curvature, and their 
progressive gravity without tendency toward cica- 
trization (except in one case of mid-gastric sten- 
osis) ;* the marked predominance of the duodenal 
situation in ulcers of the pylorus (13 as against 4), 
and slight tendency toward cicatrization particularly 
in the duodenum; the fairly frequent multiplicity of 
ulcers (three cases). 


Etiology. Only two cases occurred in women. 
The cases in men were often soldiers returning 
from long captivity in Germany. 

Diagnosis. The examination of the gastric 
contents after Ewald test meal was made in all 
cases, as well as the Meunier** test. The results 
were in accord in nearly all cases (hyperacidity 
from 1,25 to 3.50, rupture of the ether pearl in 15 
minutes to one hour and a half). We test only for 
total acidity, free acidity, lactic and butyric acid, 
We do not lay much stress on fractional tests. 

The Meunier test is extremely simple. It is 
therefore advisable to make as* many examinations 
as possible with the same catgut, preferably coarse. 

One source of error should be pointed out. In 


*I have twice verified neoplastic transformation in ulcers of the 


lesser curvature, by histological examination. These two cases 
of ulcero-cancers cases, both cured surgically, do not enter into 
these statistics. 
**T shall not here discuss the examination for blood in resort 
contents or feces, the cytology of the wash-fluid from the stomach 
examination of the blood itself, nor the determination of 
diacetic acid in the urine. 
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278 ABADIE—ULCERS OF THE STOMACH. 
cases where there is a large stomach with perma- was never demonstrated in any case of prepyloric gettal 
nent stasis, a hypoacidity may be found, or occa- ulcer. Only once did a clean cut and constant with , 
sionally an achlorhydria, with Meunier test posi- roentgenoscopic defect coincide with a duodenal pleat 
tive only after four or five hours. The reason for ulcer. In one case the x-ray showed an hour-glass ¥ . 
this lies in the accumulation of the products of di- deformity, which was not permanent but of 1 .. 


gestion and gastric secretions whose chemistry is 
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no peristalsis; 
Extensive ulcer 
extensive 
B) end-to- 


Fig. Skadow of diverticulum; 


1—Radioscopy: 

practically complete stasis, even after 24 hours. 
of the lesser curvature, adherent to the liver; (A) ver, 
gastrectomy, <hr, base of the ulcer in place; 


side anastomosis; (C) cure. } 


modified by secondary fermentation, and whose 
presence retards the glandular activity. It is there- 
fore preferable in cases where the stasis is recog- 
nized to perform a lavage of the stomach the day 
before the tests. 


Fig. 2—Radioscopy before and after ingestion. Extensive ulcer 
of the lesser curvature, adherent to the liver, with stenosis due to 
Cicatrical retraction; (B) gastrectomy; (A) including more than 
two-thirds of the stomach;’(C) leaving the base of the ulcer in 
situ; end-to-side anastomosis; (D) cure. : 


Radioscopic examinationns are performed as a 
routine, according to the technique ,of Enriquez 
occasionally supplemented by successive examina- 
tions. Amongst the +-ray findings there were: 14 
cases of stasis after fasting; 6 cases in which the 
“Niche”. of Haudek was found and in each of 
which at operation an ulcer was found in the corre- 
sponding location on the lesser curvature; but the 
niche was found in only six out of eight cases, 
which, however, is a good proportion. The niche 


duration. The diagnosis of ulcer of the lesser cury- 
ature was made, probably in evolution. The diag. 
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Fig. 3—-Radioscopy: No stasis; shadow teking the shape of 
a long diverticulum, the picture taken laterally. Ulcer of the 
lesser curvature adherent to the liver, with the formation of 4 
small abscess. Extensive gastrectomy leaving the base of the 
ulcer in place; posterior trans-mesocolic side-to-side anastomosis; 
cure. Fig. 
ing and 
stenosis, 
nosis of ulcer was correct, but the situation was mp the 
cur 
wrong. The apparent constriction showed at a 
location above the middle of the stomach, and the § gould 
ulcer was located on the lesser curvature 6 cm. from J feast j 
the pylorus. It is therefore possible for an ulcer § tion. 
server 
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B 

Fig. 4—(a) Radioscopy, standing; (b) Radioscopy, lying. Uleer me tine 
of the lesser curvature, adherent at its base. Large gastrectomy, 
(A) end-to-side anatsomosis; (B) cure. the X- 
to cause a persistent spasm or constriction above its . 
location 

It should not be necessary to emphasize the utility :. 
and importance of radioscopy in gastric diagnosis. me a 
It should be performed under varying conditions. Ope 
In France we are usually content with examina- § forty, 
tions in the standing or lying positions; but this § § Severi 


insufficient. We should be able to follow on the § being 
screen the changes which occur in the transition less f, 
‘from the upright to the prone position. It is re § has pr 
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gettable that in France there are no tables made 
with variable inclinations. Such models are 
plentiful in America and in England, and it would 
got require any extraordinary ingenuity to make 
sich tables, simply and inexpensively. 

It would be a distinct advantage if the radioscopy 


Fig. 5—(a) Radioscopy during a quiescent period. Stand- 
ing and lying. (b) Radioscopy during a quiescent period. Double 
stenosis, mid-gastric and duodenal. Resection of the two stenoses 
ry the intervening pocket; (A) posterior side-to-side anastomosis ; 

cure, 


could be performed by the surgeon himself, or at 
least in his presence and with his active collabora- 
tion. It would thus be possible for a single ob- 
server, the surgeon, to have the composite picture 
of the clinical examination, the laboratory results, 


Fig. 6—Radioscopy: Before ingestion, marked stasis; after in- 
&stion, stomach dilated, hypotonic, orthosthenic without visible 
fvacuations. Prepyloric ulcer with stenosis. Extensive _pylorect- 
omy, posterior side-to-side gastro-enterostomy, cure. The speci- 
Men is shown by its mucous surface after having been cut along 
the line of the greater curvature. 


the x-ray findings, and finally the control of the 
Operation, showing the value of the various findings 
in reference to diagnosis, and explaining thus the 
ftrors made. The practical and scientific value of 
such a procedure is evident. 


Operative Indicatjons. The patient, aged about 
forty, has had several gastric attacks of increasing 
severity, separated by remissions of apparent well- 
being that are becoming increasingly shorter and 
less frequent. Medical treatment, well conducted, 
has proved of no avail. These facts alone constitute 


an operative indication. One need not delay for 
signs of hemorrhage or stasis. 

Radioscopy is undertaken to confirm the judg- 
ment; occasionally it resolves all doubt by positive 
demonstration ; sometimes it helps in localizing the 
ulcer, and in determining the relation of the neigh- 
boring organs, which facts have a bearing on the 
operative procedure. But s+-ray findings should 
never be allowed to rule against an operation that 
is indicated clinically. 

Examination of the gastric secretions is of minor 


_Fig. 7—Radioscopy before and after ingestion: Marked stasis; 
dilated stomach; pyloric contractions few and ineffectual. Duo- 
denal ulcer, close to the pylorus, with stenosis. Pylorectomy, pos- 
terior side-to-side gastro-enterostomy, cure. 


importance when making a decision whether to op- 

erate or not. Its great value lies in the early diag- 

nosis and before instituting medical treatment. 
Therefore, when the lesion to be treated is an 


alternating periods 
Ulcer 
of the duodenal side of the pylorus, with stenosis due to cicatricial 
fibrosis, thickening the superior wall, thus narrowing the lumen. 


Fig. 8—Radioscopy: Hypotonic stomach; i 
of quiescence, and of contractions, vigorous but ineffectual. 


Pylorectomy, posterior side-to-side gastro-enterostomy, cure. The 


section is made in the direction of the greater curvature. 
ulcer* it is, above all, the clinical history that makes 
the surgical indication. 

Why gastrectomy and not merely gastro-enteros- 
tomy? Granted that gastro-enterostomy cures a 
certain number of cases; nevertheless there always 


*I say ulcer because the ulcerated stomach cries out its warnings 
before it is too seriously involved; it cries cout because its physi- 
ology is disturbed before its anatomy, its chemistry before its 
dynamics. It is very different when the disease is a cancer; here 
the lesion, at first circumscribed and painless, affects the glandular 
chemistry or the dynamics of the organ, only as it progresses in 
depth or in extent; when the stomach then cries out surgical effort 
is too often in vain. One is therefore quite right to say “‘it is suffi- 
cient to suspect the possibility of cancer to justify operation.” It is 


the semi-surprises, scarcely foreseen, the chance cancer find on 
exploratory laparatomy, that provide successful removals. 
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S1LK—BRONCHIAL IRRITATION. 


NoveMser, 1929, 


is a considerable number of failures—incomplete 
cures, recurrences, cancerous degeneration, etc. On 
the contrary, gastrectomy usually results in com- 
plete and lasting cures. There is only one argu- 


ment in favor of gastro-enterostomy, and that is its” 


lesser gravity. ? 
It is just on this point, however, that our opinion 
should be revised. : 


Fig. 9—-Radioscopy before and after ingestion: Marked stasis; 
large, atonic, asthenic stomach. Pyloric stenosis. Marked con- 
striction due to cicatrix of duodenal ulcer. Pylorectomy, posterior 
gastro-enterostomy, cure, 


The matter of technique assumes in this respect a 
most important relation. Perfection of technique 
not only diminishes operative risks but improves 
the ‘already high percentage of good results as evi- 
denced notably by the statistics of Mayo, Temoin, 
Pauchet, ete. And for each surgeon, the operative 
indications are extended as his own technique im- 
proves. Thus the number of exploratory opera- 
ations will increase, doubtful cases may be cleared 
up after the abdomen is opened, and technic there- 
fore assumes a diagnostic as well as therapeutic 
importance. 

I shall treat the subject of technic in another 
paper, showing the different methods employed. 

Finally, it might be added that there is no branch 
of surgery more important from the social stand- 
point than that of the ulcerous lesions of the stom- 
ach. It is often possible to transform a chronic 
invalid, who has been suffering and incapacitated 
for years, into a vigorous, productive, individual 
in the short space of three weeks. 


ABDOMINAL PAIN AND VoMITING. 

Where pain is preceded by vomiting, other things 
being equal, a diagnosis of appendicitis need not be 
considered. We may then in the adult think of 
gall-bladder inflammation. The forerunners of 
gall-stone disease are indigestion, slight discomfort 
after eating, not actual pain, but simply discomfort 
in some instances, shifting to the right costal margin 
or to the back, belching gas, nausea and often vom- 
iting. The symptoms of an acute attack are sudden 
pain, preceded or followed by nausea, vomiting, the 
latter when severe causing marked prostration, and 
generally some enlargement in the gall-bladder 
region.—JoHN B. Deaver in the N. Y. Medical 
Journal. 


CHILL AS A DIRECT CAUSE OF POST. 
OPERATIVE BRONCHIAL IRRITATION, 
J. Freperick W. SILK, 


Lonpon. 
Anesthetist and Lecturer on Anesthetics, King’s College 
Hospital, London; Late Lieut.-Colonel, Royal 
Army Medical Corps; etc., etc. 


In the August, 1920, issue of the JouRNAL, Dr, 
McCormick of Akron, O., enters a protest against 
the misleading use of the term “ether pneumonia” 
which is still in vogue with certain writers. With 
this protest I cordially agree. I am inclined, how- 
ever, to go further than he does in the matter, and 
to say that defective ventilation plays a very much 
more important part in the production of these 
troubles than mere chilling. I do not doubt that 
chilling, by depressing the vitality of the individual, 
renders him liable to all kinds of bacterial infee- 
tion, but this only means that exposure to prolonged 
cold, or alternations of temperature is one of the 
many predisposing causes of infection, and I even 
doubt whether it is really a very important one. If 
this were otherwise, I fail to understand how any- 
one ever escapes a prolonged and violent attack with 
the onset of the cold weather, especially those who 
live in the over-heated rooms of big cities, or are 
subjective to operative and other depressing influ 
ences, 

As a contribution to the solution of this prob- 
lem I should like to put on record some observa- 
tions which I made during the period, August, 1915. 
to March, 1919. During that time I was employed 
in visiting the principal war hospitals in the United 


Kingdom and the Sick Base that had been estab- 


lished at Malta, with a view to superintending and 
reporting upon the administration of anesthetics. 
At a very moderate computation I must have paid 
at least a thousand visits to about 200 different hos- 
pitals, so that many opportunities were afforded me 
for studying the subject. 

In the hospitals of the United Kingdom com- 
plaints as to the occurrence of postoperative bron- 
chial and pulmonary troubles were frequent, and in 
accordance with traditional teaching were set down 
off-hand to the anesthetic, especially when ether had 
been used. At first the peculiar incidence of these 
troubles rather puzzled me, for whilst the com- 
plaints from certain hospitals might be very em- 
phatic, it sometimes happened that these troubles 
chiefly occurred in the practice of certain surgeons, 
and quite frequently the staffs of other hospitals in 
the immediate neighborhood could not be induced 
to admit that they were ever troubled in this man- 
ner. 

I. It soon became evident that the complaints 
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might fairly well be anticipated from two distinct 
types of hospitals, viz: 
1. Old Military Hospitals and converted old 
Workhouses and Workhouse Infirmaries. 


2. Military Hospitals of the latest type at- 
tached to the large Training Camps and Centers. 


In respect of the older establishments a feasible 
explanation was, that from prolonged use they had 
hecome thoroughly saturated with infective germs, 
which only required a suitable nidus for their de- 
velopment. 


II. At both the old and the new hospitals com- 
plaints with regard to bronchial troubles were not 
uncommonly associated with records of malaise 
aid “operation headache” among the nursing and 
theatre staffs. In fact, in some cases these latter 
complaints were more apparent and more insisted 
upon than the bronchial troubles of the patients. 

III. At nearly all the hospitals considerable at- 
tention had been very properly paid to questions of 
warming, and the provision of adequate sterilizing 
arangements. To secure the latter, and indirectly 
fo assist in the warming, open gas rings and burners 
were freely employed. As an anesthetist, I natur- 
ally objected to these burners being situated within 
range of the operating table, and took every oppor- 
tunity of demonstrating the danger of the arrange- 
ment, not only as regards the possibility of igniting 
the ether, but also because of the decomposition of 
the chloroform vapor when brought into contact 
with a naked flame. For various reasons I was 
tnable to secure the abolition of these rings entirely, 
but in many instances it was possible to place them 
ander special hoods or ventilating shafts, and in 
sme cases to install special ventilating extraction 
fans in the immediate vicinity of the burners. Al- 
though these corrections were of a somewhat make- 
shift character it was pleasing to find that in very 
many instances “operation headache” nearly or en- 
rely disappeared, and the incidence of postopera- 
tive bronchial troubles if not entirely abolished was 
at any rate generally reduced by 50 to 75 per cent. 


My greatest difficulty was with regard to the new 
hospitals alluded to above, for in the planning of 
these it had apparently been considered that suf- 
ficient and adequate ventilation could be obtained if 
ttwere suggested that, between consecutive opera- 
fions, all the doors and windows should be opened, 
and a thorough “blow-through” obtained. In prac- 
tie of course this was impracticable, and I never 
Sw any attempt made to adopt it. Moreover, the 
serilizing rooms, with its battery of gas stoves was 
in direct and free communication with the operat- 


ing area, so that, especially in certain winds, the 
theatre was flooded with gas fumes, which were too 
thick for any makeshift arrangement of hoods or 
fans to cope with. 

IV. In some cases, my suggested alterations did 
not effect any improvement. This no doubt was 
largely owing to their not being sufficiently drastic, 
and as this want of improvement was quite fre- 
quently the case when the complaints referred more 
particularly to the work of individual surgeons, I 
am not without a suspicion that an element of 
simple sepsis had to be considered. I recall in par- 
ticular one hospital in which I was taken to see 
some half a dozen patients who had been operated 
upon a few days before my arrival, and all of whom 
had developed well-marked symptoms of what the 
surgeon called “ether pneumonia.” But as all the 
cases were running high temperatures, and the pul- 
monary symptoms had not appeared until two or 
three days after the operation, and from their gen- 
eral appearance also, I had but little doubt in my 
own mind that these patients were really suffering 
from a general septic infection. 

V. But the most striking evidence in support of 
the importance of good ventilation is that it was 
particularly noticeable that in hospitals conducted 
upon the “open-air” principle, and in the numerous 
hospitals in Malta, where the climate rendered the 
very freest natural ventilation imperative, post- 
operative bronchitis was almost unknown. It is 
true, of course, that operations were not performed 
in the open air, but the principles upon which these 
hospitals were conducted led to the greatest atten- 
tion being paid to the ventilation in all departments, 
and in England at any rate, the patients were even 
more exposed to chills than in other hospitals. 

VI. I do not think that there is any doubt that 
the diminution in the amount of mucous secretion 
which follows the preliminary use of alkaloids has 
been of great service in diminishing the frequency 
of bronchial troubles after operations. Another 
point to be noted is that during prevailing epidemics 
of influenza many more cases of post-operative 


bronchitis, etc., arise. 


I am incited to these remarks because it is ob- © 
vious that the bogey of “ether pneumonia” is dying 
a very hard death, and I am afraid that in its place 
a more dangerous fetish of chilling is being set up 
—more dangerous because its worship so often en- 
tails stuffiness and bad ventilation, the correction of 
which are in my opinion, of far greater importance. 


16 NotTINGHAM PLACE. 
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DeCourcy—T HYROIDECTOMY. 


THYROIDECTOMY—A BRIEF REVIEW OF 
137 CASES. 


JosepH L. DeCourcy, M.D., 


CINCINNATI, OHIO. 


In October, 1919, I published in the AMERICAN 
JouRNAL OF SURGERY a résumé of fifty-five cases 
of thyroid enlargement, fifty of which were oper- 
ated upon under local anesthesia with but one death. 
Of these, thirty-five were cases of well marked ex- 
ophthalmic goiter. From July,1, 1919, to July 1, 
1920, I have added to this list eighty-two cases of 
thyroid enlargement, with no deaths, making a 
group of one-hundted and thirty (130) operated 
cases with but one death, or a mortality in all cases 
of less than one per cent. Of the last eighty cases, 
forty-five were distinctly of the systemic or ex- 
ophthalmic type, while thirteen were toxic as re- 
gards metabolic determination, but were without 
distinct systemic symptoms. The remaining twenty- 
two were simple or diffuse parenchymatous hyper- 
trophies, or hypertrophies of the adenomatous, 
colloid or fibrous type. 


Of the first series of fifty-five cases, five were 
refused operation because of their advancement; of 
the second series of eighty-two cases only two were 
refused operation because of their advancement. 
One of these receiving hot water injections but left 
our care before we could determine any results; 
and the other died after remaining in the hospital 
only one week. In these two series arterial ligation 
was not resorted to in any case. This greater risk 
in the second series being entirely due to our greater. 
confidence in the use of local anesthesia in these 
cases. A few inhalations of ether were resorted to 
in only one case during the enucleation of the lobes 
because of the panicky state of the patient. In the 
remaining one hundred and twenty-nine (129) cases 
all were performed entirely under local infiltration. 


In sixty-eight cases of the second series, both 
lobes and isthmus were removed, leaving only a 
small portion of glandular tissue at each pole. In 
the remaining twelve cases the hypertropheid por- 
tion alone was removed. 

In the first series of thirty exophthalmic cases 
operated upon, in twenty I removed only one lobe. 
Five of these cases returned for the subsequent re- 
moval of the other lobe. I have recently examined 
the fifteen cases in which only one lobe was re- 
moved and although they show marked improve- 
ment in systemic symptoms, yet they could not be 
considered cured. In seven cases the remaining 
lobe has undergone compensatory hypertrophy and 
the disfigurement of the neck therefore still remains. 


They have been benefited, however, to such an ex- 
tent that they refuse further operation. 

Of the eighty-three cases in which both lobes and 
isthmus were removed the improvement was im- 
mediate and permanent. Approximately forty- 
eight of these cases have been examined recently 
and although it is only a short time since some of 
them were operated upon, yet they all may be 
classed as cured, that is, their heart action has re 
turned to normal and increases only slightly upon 
exertion. 


SETON HOSPITAL. 
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Aside from these series five cases were treated 
indirectly, that is, attempts were made to eliminate 
focal infections when present, in order to ascertaif 
whether or not they were the indirect causes of the 
toxic goiters. In two of these cases infected tom 
sils were removed, in another an infected Fallopian 
tube was removed. In the remaining two an e& 
aggerated type of chronic constipation existed. One 
of these cases was operated upon and an adjust 
ment of the bands and membranes about the ile 
cecal junction and the ascending colon was accom 
plished. This patient also had a retroverted uterts 
which was placed in its proper position. The other 
case was treated with agar and bran with occe 
sional colonic irrigations. 

These cases all seemed to improve to some & 
tent, but none can be considered cured. The 
goiters have not diminished perceptibly and the 
systemic symptoms still remain, so that thyroidee 
tomy will be necessary. 

After reviewing the foregoing series I have 
drawn the following conclusions and shall offer @ 
few suggestions which I deem valuable. 


NoveMser, 1929 
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Reaction following various surgical methods: 

[believe that in removing both lobes and isthmus 
st one operation the resulting reaction is less 
marked and therefore the post-operative danger of 
the patient succumbing to a toxemia caused by a 
udden release of the colloid material is less likely, 
tran when only one lobe is removed, or one thyroid 
atery tied. In other words, I believe that the com- 
glete removal of both lobes and isthmus at one 
geration under local anesthesia is not more dan- 
grous than the mere ligation of the superior 
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thyroid artery, other conditions being equal, and I 
shall attempt to show this with charts which show 
the pulse curve. These were chosen because of the 
similarity of the cases as regards blood pressure, 
kidney function, heart dilatation, etc. 

The tabulation following the charts reproduces 
the pulse rate and basal metabolic rate of the same 
cases. 

Iam not placing the foregoing cases as a criterion 
but I have selected them because of their similarity 
and in order to show the reactions following the 
Vatious methods in the same hands under similar 
conditions. 

In other words, if it can be shown by sufficient 
clinical data and study that the total removal of 
the thyroid is just as safe a procedure as the arte- 
fal ligation, then many months of waiting and treat- 
ment will be saved the individual patient and I be- 
lieve that harmful effects which continue to result 
fo the other organs of the body even after two liga- 
tions will be avoided. 

Sandiford’ has tabulated twenty-two cases in 


which the basal metabolic rate after two ligations 
has averaged plus 39. This rate although greatly 
reduced is undoubtedly harmful to the human or- 
gans when acting over a period of six to eight 
months, whereas with immediate bilateral lobectomy 
the basal metabolic rate drops to between plus 5 
and plus 16, which is normal. 
EFFECTS OF FOCAL INFECTIONS UPON THYROTOXI- 
cosIs. 
From the five preceding cases tabulated in which 
focal infections were found and eliminated we have 
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come to the conclusion that toxic goiters in this re- 
spect resemble tuberculous glands, thdt is, al- 
though the increase of biochemical products may be 
caused by bacteria from focal infections, still their 
removal does not in itself constitute a cure, be- 
cause the thyroid itself during these changes has 
become a focal infection, as it were, secreting its 


excess products which act as a poison to the body, 


just as is the case in tuberculous glands, and it 
must be removed in order to constitute a complete 
cure. : 

It has therefore been our practice to remove focal 
infections when found only as a preliminary to the 
removal of the thyroid and with no promise of cure, 
just as we sometimes treat patients suffering with 
tuberculous glands of the neck with tuberculin pre- 
liminary to their removal. This, however, is only 
our opinion based upon a comparatively few cases, 
and as clinical experiments dealing with focal in- 
fections progress and are more accurately tabulated 
a great deal may be accomplished along this line 
of endeavor. The failure to accomplish immediate 
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results with the elimination of focal infections up 
to this time may be the inability to place one’s finger 
upon the offending focus and to be able to say that 
this and no other is the focus which is accountable. 
That patients have been made to undergo innum- 
erable operations of a destructive nature, as the re- 
moval of teeth, appendices, colon, etc., without ac- 
complishing the desired results, has long been ob- 
served. 


chance” with most of them, or. even go so far a 
leaving many of them in situ.’ 


the wound, thereby inviting infection and causing g 
greater reaction in the tissues. 
method we endanger the ‘patient with secondary 
hemorrhage or hematomata. 


For the past two years we have been using two ff, 


different types of hemostats in all goiter operations, 


EFFECT OF BILATERAL THYROIDECTOMY. 


Before Operation. 


Pulse 
118 


Mrs. Woops: 


EFFECT OF RIGHT LOBECTOMY. 
Before Operation. 


Pulse 


Miss McDonatp: 
120 


About 4 Weeks After Operation, 
B. M. R. Pulse. B. M. R. 
plus 74 89 plus 20 


About 4 Weeks After Operation, 
Pulse. B. M. R, 
104 plus 43 


B. M. R. 
plus 63 


EFFECT OF LIGATION OF RIGHT SUPERIOR THYROID ARTERY. 


Before Opertion. 


Pulse 


Mrs. B.: 5 
130 


About 4 Weeks After Operation, 
Pulse. B. M. R. 
124 plus 60 


B. M. R. 
plus 76 


Dr. Frank Billings? has pointed out that it is our 
duty to build up the resistance of our patients 
against the organisms already in the tissues of the 
body even after the true focus has been removed. 
Even so I think that some improvement should be 
immediate after the principal focus has been elimi- 
nated, if it is to be expected at all. 


TESTS DETERMINING THYROTOXICOSIS, 


Many tests have been utilized and perfected in 
the past few years, some of which promise to aid 
us greatly’ not only in a more correct diagnosis of 
each case, but also in determining the proper treat- 
ment in the various forms of goiter. Chief among 
these is the “metabolic test” as made by the Bene- 
dict or Haldane apparatus, McCaskey’s hyper- 
glycemic test, etc. Of course all of these tests, if 
thought useful, should be used in order to ascer- 
tain the degree of toxicity of any given case, but 
we should not allow “the tail to wag the dog,” that 
is the surgeon should always refer to his clinical 
powers of observation and judgment, and to his 


operative experience, using every yseful laboratory 


test available to aid him in his decision. The basal 


metabolic rate is unquestionably an improvement 
over the pulse rate although its determinations in 


my hands correspond closely to the pulse rate. 
SELECTION OF HEMOSTATS TO DETERMINE NECESSITY 
OF LIGATION IN THYROIDECTOMY. 
-Many operators “tie off” all of their hemostats 
while others “tie off” only a very few, “taking a 


vidual operator. 


The types to be used are optional with the ind: 
We use the small Kelly forceps 
and the large Kocher. Whenever we clamp fascia, 
or other structures, as muscles, etc., or small oo 
ing points in fat, which we know will not bleed after 
the clamp is removed, we use the smaller forceps; 
whenever we clamp an artery or a large vein, or if 


clamping through the thyroid gland, or in clamping 


any structure which we know will require tying 
after the completion of the operation, we use 4 
large Kocher forceps. 


. It might seem that this would involve a great deal 
of thought and loss of time; but we have found 
that we unconsciously pick up the proper hemostat 
and, if a nurse is passing instruments, that with only 
slight training she will hand the proper forceps. 

In using this method we have found that we save 
time in knowing which hemostat requires ligatuté, 


we prevent the possibility of secondary hemorrhage, 


and we also prevent the possibility of hematomala 
following operation. Leaving the clamps follow 
ing lobe removal as suggested by Bartlett* become 
at once impractical because we save an enormots 
amount of time in knowing which clamps requift 
ligature. 

CONCLUSIONS. 

(1) Removal of both lobes and isthmus has elittr 
inated in large measure the necessity of preliminafy 
ligation. 

(2) Removal of focal infections in itself is n0 


By the first method flaf 
we consume a great deal of unnecessary catgut into lis 


By the second h 
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SO far ag 
‘st method effective’ in producing a complete cure 
‘atgut into fig thyrotoxicosis. 
Causing a ») Basal metabolic rate determination and other 
€ second fits have proven themselves as definite aids to 
secondary Benosis and treatment. 
(4) Greater risk can be taken in operating un- 
Jocal than with general narcosis. 
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a MAJOR VAGINAL PROLAPSES. DEFINITE 
om CURE BY MEANS OF TOTAL 
‘a COLPECTOMY.* 

DoctEuR DEMAREST, 

Paris, FRANCE. 

tae Under the definition of major vaginal prolapses, 
; 60 [include those which are characterized by com- 


lete eversion of the vaginal walls. The vagina, 
the ind. gompletely exteriorized and everted, forms a sort 
forceps infundibulum with its base situated superiorly, 
ip fascia, gad its apex inferiorly, corresponding to the cervix 
nall ooz @% the uterus, which is more or less effaced. The 
eed after g'agina has undergone a total eversion. 

forceps; § his eversion is encountered : 
in, or inf 1. In women who have undergone a total abdom- 
clamping § mal hysterectomy ; 
re tying 1.In women who have undergone an isthmic 
€ use 4Bhysterectomy (which title I prefer to those more 
frequently employed for supra-vaginal or sub- 
total hysterectomy ). 

3. In women whose genital organs have under- 
gone no surgical mutilation. These cases form the 
dass of major prolapses, the third degree prolapses 
of the classic authors. 

The essential factor in all these cases is the com- 
plete eversion of the vaginal mucosa; and it is this 
factor which must be attacked. 
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I. The eversion of the anterior wall of the 
vagina, which always carries with it the bladder; 
the lesion is most marked anteriorly; the bladder 
tescends with the vaginal wall, so that it is prac- 
tially outside of the pelvic cavity. When the blad- 
tt is distended, the vaginal protrusion becomes 
more marked. A sound introduced into the blad- 
ttt, and directed towards the fundus of the blad- 
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Anatomically, the following points must be con- 
sidered : 
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der, passes in a direction exactly opposite the 
normal. The functional troubles which result from 
the descent of the bladder vary from partial reten- 
tion to complete incontinence. Retention predis- 
poses to infection, and cystitis to the formation of 
vesical calculi. 

_ 2. The -eversion of the posterior wall of the 
vagina may be accompanied by the descent of the 
anterior wall of the rectum (rectocele) but the two 
organs are less intimately connected than the blad- 


Figure 1 


der to the anterior wall of the vagina. The cellular 
tissue of the recto-vaginal partition is more lax, and 
adapts itself to the movements of the organ during 
the act of defecation. During operations the sep- 
aration of the posterior vaginal wall is much more 
easily performed than that of the anterior wall, 
especially in the lateral portion. Although there is 
adhesion in the median line, low- down, this ad- 
hesion is always less marked than anteriorly. 

In addition, the rectal supports are stronger than 
those of the bladder, due to the pubo-rectal fibers of 
the levator ani, which are intimately connected with 
the rectum. 

The important factors, then, are the less marked 
displacement of the posterior wall of the vagina and 
rectum, and the existence of the muscular bands 
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of the levator ani, which are often only fibrous but 
nevertheless useful bands. 

3. From the internal aspect of the ischio-pubic 
border, the vaginal walls descend towards the cervix 
uteri, if it is present, or towards the vaginal 
cicatrix, which is present if the patient has under- 
gone a total hysterectomy. 

Neither cervix nor cicatrix will be located exactly 
in the center of the funnel which is formed by the 
everted vaginal walls. The more marked unfold- 
ing of the anterior wall, accounts for the fact that 


the elongation of the cervical canal. The elonga. 
tion of the cervical canal is a constant lesion which 
must be recognized. It is not rare to encounter 
cervices more than six to eight cm. in length. 
The uterus remains in the pelvic cavity, its dig. 
placement being relatively slight, because it is fixed 
posteriorly by the utero-sacral ligaments, laterally 
by the tubes and ovaries which in these cases fe. 
come true means of support. These facts are ig 
favor of the theory that we are dealing primarily 
with a descent of the vaginal walls, which are in. 


Figure 2 


the cervix or vaginal cicatrix approaches nearer to 
the anal than to the urethral orifice. : 

The cervix or the cicatrix, if the lesion is of long 
standing, may be the seat of more or less extensive 
ulcerations, caused by the constant friction to which 
it is subjected. 

4. In the vaginal funnel, descends the peritoneum, 
which after leaving the bladder is reflected upwards 
on the anterior wall of the rectum in cases where 
the uterus has been removed. In these cases there 
is an abnormally developed cul-de-sac of Douglas. 
In those cases in which the uterus is present, the 
peritoneum also descends much lower‘ than nor- 
mally. In old women the body of the uterus has 
undergone some atrophy, which diminishes its vol- 
ume; and the smallness of the uterus is masked by 


Figure 3 


sufficiently supported. In genital prolapses # 
seems that the uterus follows only in a very slight 
way, the descent of the vaginal walls, 

The uterus is situated in the vaginal funnel # 


‘relation, anteriorly, posteriorly, and superiorly, with 


the intestinal coils which descend into the peritoned 
cul-de-sac. I have never encountered adherttl 
loops. I have never seen the condition described 
Tuffier, namely the existence of a constriction, be- 
tween the mobile part of the vaginal wall, represei 
ed by the everted portion, and the fixed part of iif 
vaginal wall represented by a small area in th 
vaginal wall adherent to the internal aspect of i 
ievatores. According to Tuffier this fixed portidl 
undergoes no descent. At the junction of the mxé 
and mobile portions; there is formed a sort of co 
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griction which may be the site of strangulations. 

In only a single instance that I can remember was 
the reduction of the prolapse accomplished with dif- 
fculty. At the moment of the reduction, there was 
noted the characteristic intestinal gurgle, and as 
goon as the vaginal hernia had been reduced the 
patient complained of severe abdominal pain and 
nausea, which disappeared as soon as the vagina 
fad reassumed its abnormal position. At the oper- 
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uterus. The apparent lengthening of the uterus 
due to the elongation of the cervix should be re- 
membered. ; 
Rectal examination will determine the exact re- 
lation of the anterior wall of the rectum to the 
vagina. The amount of vesical retention may be 
determined by aseptic catheterization. Lastly, the 
patient, usually of advanced age, should have the 
benefit of a complete and thorough physical exami- 


Figure 4 


aton nothing approaching the condition described 
by Tuffier was found. 

Clinically, vaginal eversion requires no unusual 
study. The patient should be examined in the 
gynecological position, in order that the total pro- 
lapse may be viewed, evenly and smoothly, with 
all its folds rolled out. One notes also the protru- 
sion of the cystocele, the cervix uteri with its 
Orifice more or less dilated, and its surface covered 
with ulcerations extending on to the vaginal walls. 
The patient is told to bear down in order to accent- 
Wate the perineal tumor. The tumor may be per- 
tussed to affirm the presence of intestinal loops in 
the hernia. 

Reduce the hernia by replacing the vagina in its 
formal situation, noting the intestinal gurgle which 
is produced in the course of reduction, which may 
be painful, as noted above. Pass a sound into the 


Figure 5 


nation, in order to determine the presence of grave 
renal or myocardial lesions, which would offer 
contra-indications to operative interference. Op- 
eration should not be performed until the cervical 
ulcers have undergone careful disinfection for ten 
to fifteen days. 

The only treatment for eversion of the vagina is 
total colpectomy, to which is added complete vaginal 
hysterectomy, when the uterus is present. 

The condition is usually met with in aged women, 
to whom the procedure is not objectionable. Total 
colpectomy is an operation practically without dan- 
ger, even when preceded by a vaginal hysterectomy. 
The mortality is nil. The remote results are re- 
markable. 

During the last five years I have performed ten 
total colpectomies, all except one on women over 
sixty years of age. One was under fifty, but sub- 
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‘mitted to the operation because of the great incon- 
venience caused by the condition. This patient had 
had two previous anterior colporrhaphies, and was 
willing to submit to any procedure that would bring 
relief. The technique that I employ is as follows: 

First Step: Vaginal hysterectomy or cervicect- 
omy, according to whether the uterus or only the 
cervix is present. 


Figure 6 


Second Step: Colpectomy. 


The vaginal hysterectomy differs from the usual. 


operation by its great facility of execution. 

The vaginal walls are painted with tincture of 
iodine. 

Hysterectomy. 

1. Circular incision of the vaginal mucous mem- 
brane a little above the lips of the cervix (Fig. 1). 
The plane of cleavage between the uterus and blad- 
der is located, and these organs are separated up to 
the peritoneal reflection (Fig. 2). 

2. In order to open easily the peritoneal cul-de- 
sac, I divide in the median line the anterior wall of 
the uterus up to the fundus (Fig. 3). 

3. Section of the superior portion of the broad 
ligament close to the uterus on either side. The 
uterus is then easily revolved forward and the cul- 
de-sac of Douglas is exposed (Fig. 3). 

4. Dissection through the posterior vaginal in- 


suture should be as high as possible. 


cision, so that the cul-de-sac of Douglas is exposed 
in its entirety. 
5. Section of the uterine pedicles, which are 


_ seized and cut between Kocher clamps. 


This completes the vaginal hysterectomy. Two 
solid ligatures are placed on the pedicles. The 
breach in the peritoneum is easily closed, when the 
two surfaces are approximated (Fig. 4). This 


Figure 7 


With the 
closure of the peritoneum, we ieee to the second 
step of the operation: 

Colpectomy. Median incision, longitudinal, 
down the entire length of the mucous membrane of 
the anterior vaginal wall. Having found the plane 
of cleavage, the mucosa is separated gently up | 
wards to about one cm. behind the urethra, laterally 
to the full extent of the mucosa (Fig. 5). Below, 
the separation is a little more difficult in the area 
corresponding to the pericervical tissue. The sepa 


ration below may be accompanied by considerable 


oozing, increased by the fact that circular incision 
has been made close to the cervix. 
To carry this incision further away from the 


cervix might seem a simple expedient to prevent 


this inconvenience, but in practice such an incision 


‘might endanger the bladder. 


With the bladder liberated and the separation 
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ampleted on either side, the same procedure is per- 
formed posteriorly. - Posterior median incision, and 
gparation of the posterior vaginal mucous mem- 
rane almost down to the fourchette (Fig. 6). 
Here again the oozing is most abundant near the 
ervix. Nothing remains to be done except the re- 
ection of the vaginal wall (Fig. 7), leaving enough 
fissue for vertical suture without much traction. 


Figure 8 


In all cases, before completing this suture, I be- 
lieve it to be a good plan to liberate the fibro- 
muscular bands, which form the inner fascicles of 
the levatores, and to suture them together with 
tatgut stitches (Fig. 8). This procedure is fairly 
tasy posteriorly, where the muscular fibers are more 
Anteriorly the fibers are less 
thick, and the sutures have a tendency to tear 
through. 

Whatever the value of this procedure may be, 
and it is dependent to some extent on the elasticity 
of the levator fibers, I believe that it should always 
be attempted, but it would be an error to state that 
itis essential to a good result. 

The levatores having been sutured, the edges of 
the mucous membrane are sutured in the median 
line, and a drain is inserted below (Fig. 9). A flat 
dressing is applied and if there is much tendency to 

ing, a catheter, to obviate efforts to urinate. 


After-care and Operative Results. These are 
most simple. Irrigate gently morning and even- 
ing, and after urination if the patient is allowed to 
void. The temperature rises slightly during the 
second and third days, from the separation of the 
sloughs; there is always some tissue eliminated 


- from the area between the peritoneum the 


vaginal mucosa, from which a foul smelling oozing 


— 


Figure 9 


may occur. This may last eight days or more. 
The odor.and discharge may be diminished by 
douches of ,peroxide of hydrogen. The patients 
are out of bed between the fifteenth and twentieth 
day, comfortable, and happy to be freed from an 
annoying infirmity. 

I have never had any local or general scone 
cations. 


CANCER OF THE RECTUM. 

Don’t attach undue importante to a patient's 
history of “piles,” “indigestion,” or “constipation,” 
but insist upon a rectal examination in: évery in- 
stance. 

Don’t assume that the passage of bloody or slimy 
stools is due to dysentery. There may be cancer. 

Don’t assume that bleeding from the rectum 
points to piles. It may be due to cancer.— 
Cuartes J. Drueck in the Medical Record. 
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LATE SYPHILIS OF THE RECTUM. 
CuarLes J. Drueck, M.D., 


Professor of Rectal Diseases, Post-Graduate Medical 
School and Hospital, Rectal Surgeon to 
Peoples’ Hospital, 

Cuicaco, ILL. 

SYPHILITIC STRICTURE OF THE RectuM.—Just 
how frequently syphilis causes stricture of the rec- 
tum is a mooted question. Some authors claim 
that all non-malignant strictures are syphilitic, while 
others are equally~ positive that strictures © result 
from any ulcerative changes regardléss of type or 
etiology. At any rate we do. find that syphilitic 
stricture may follow any syphilitic ulcer as chancre, 
secondary ulcer, or broken-down gumma, and that 
it has certain peculiar characteristics. The Was- 
sermann reaction will help us to decide definitely 
for or against lues in a given stricture; but clinical- 
ly, it is sometimes impossible to say that a given 
stricture is or is not syphilitic. Of course, once 
ulceration occurs and septic infection is added, the 
picture is so confused that a microscopic examina- 
tion of a piece of the tissue may be necessary for 
diagnosis. The chancroid, though not syphilitic, is 
a close cousin and frequently produces a very seri- 
ous form of stricture. 

The discharge of blood, mucus or pus, of which 
many syphilitics complain during the secondary 
stage, is often attributed to the mercurial remedies 
administered and the probability of the presence of 
mucous patches or ulcers is forgotten. We do not 
see stricture patients during the latent or infiltrating 
stage because they do not consult a physician until 
they are suffering from stenosis of the rectum. 
Histologically we find in the syphilitic stricture a 
chronic inflammatory formation about the blood- 
vessels and within their walls. Especially is this 
found in the arteries. This obliterating endarteritis 
is the same as found in any syphilitic lesion. 

The infiltration of the mucous membrane about 
the ulceration or about the minute gummatous de- 
posits in the mucous membrane imparts a stiff, 
rough, leathery character to the rectal wall and 
thereby limits and lessens the distensibility of the 
rectum. A sanious or muco-purulent discharge 
fills the rectum. Later when the ulcer may have 
healed the mucous membrane remains dry. The 
cicatrix is blue-white, dense and hard, and usually 
presents some ulceration at its upper extremity. 
Syphilitic ulcers are inclined to follow the course 
of the lymph-and blood-vessels, and, as that direc- 
tion in the rectum is lengthwise the contracted por- 
tion is usually tubular instead of sharply annular as 


we find in the inflammatory stricture. This cond. 
tion may extend from the anus to the colon al 
though most syphilitic strictures occur from 1 to 3 
inches from the anus. The more recent part of 
the stricture, with its infiltration and proliferation, 
is frequently the most obstructive. Ulceration may 


‘ also be found below the stricture and from these 


ulcers fistulze lead to perirectal abscesses or open 
externally on the skin or into the vagina or urethra, 
When decided stricture occurs low in the rectum 


Fig. 1—Syphilitic stricture of the rectum ending abruptly, thus 
simulating cancer. - 


constipation alternates with diarrhoea and the pas- 
sage of ribbon-shaped or broken stools. 

Differential Diagnosis. The differentiation of 
syphilitic from tuberculous, dysenteric or malignant 
strictures is most important. Syphilitic strictures 
usually are long, funnel-shaped contractions with 
blue-white cicatrices about the ulcers. The edges 
of the ulcer are never undermined but rather crater 
like. In some instances these dense white scafs 
can be plainly seen through the speculum in the tis 
sues of the rectum just below the stricture. 

Figure 1 shows the tightly contracted rectal lumen 
of a syphilitic stricture. This woman, case C4, 
contracted syphilis seven years ago. For the past 
year she has had pain in the rectum and a purulent, 
sanious discharge. The bowels are always constt 
pated. On digital examination the finger, at a dis 
tance of one and one-half inches from the ans, 
comes to a solid impassible stricture. The rectuil 
below the stricture is hard and nodular. There are 
several fistule leading into the vagina and others 
out onto the skin. These are tender as the digital 
examination is made. The patient has been on if 
tensive antisyphilitic treatment for some time, and, 
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although her general condition has much improved, 
the obstipation is still a serious matter and an ab- 
dominal anus has been advised. 

Not all syphilitic strictures are long and pencil- 
like in character. Sometimes -the lesion is limited 
to a small area and the stricture is more annular in 
character, as in figure 2. Here the differential diag- 
nosis by the physical findings was not possible. 

The patient was first seen when acute obstruc- 
tion had developed and a laparotomy was per- 


: Fig. 2—Syphilitic stricture of the sigmoid. 


formed. When the abdomen was opened and the 
sigmoid was lifted up it was noted that the hyper- 
Plasia seemed largely on one side of the bowel. 
Resection was performed and subsequent micro- 
scopical examination showed that the lesion was not 
malignant. 

As has been mentioned above, some of the ob- 
structive symptoms result from the inflammatory 
swelling about the ulcers. This infiltration and 
Swelling of the mucosa is not syphilitic but rather 
a reaction to the local streptococcic infection. As 
the luetic éndarteritis subsides.gummatous deposits 
Tesolve or the ulcers heal under treatment, the 
Swelling of the mucosa lessens and sometimes the 
Obstruction is relieved. Case C-5 presents such a 
condition. About one year ago this woman began 
to have constant pain, of a cutting character, in the 
fectum, with tenesmus. Since then she passes 
blood and pus almost every day. During this time 
she lost fifteen pounds in weight. She is 26 years 


old. A positive Wassermann reaction was ob- 
tained. She was placed on antisyphilitic medica- 
tion and immediately began to improve. Her appe- 
tite returned. She had formed fecal masses which 
were evacuated without suffering and she improved 
in general physical appearance although the roent- 
genogram of her rectal stricture was unchanged. 
In this case the upper end of the stricture is very 
different from that of figure 1. The upper limit of 
the ‘strictured portion of the rectum ends abruptly 
and the normal elastic rectum continues. But the 
distinctly tubular stricture will be noted. Nothing 


Fig. 3—Congenital syphilitic ulcer. 


surgical was attempted, the woman improved stead- 
ily until she became quite comfortable and finally 
left our observation. 

The very irregular outline of the upper end of the 
stricture is very suggestive of the ragged outline 
obtained in roentgenograms of cancer of the rectum. 

Prognosis. The prognosis in all strictures must 
be guarded until the patient has been under treat- 
ment long enough to weigh the various factors in 
each case. 

The inflammatory tumefaction which is a part 
of the endarteritis will subside under antisyphilitic 
treatment. The leutic ulcers also will heal and this, 
may relax the obstruction sufficiently to make the 
patient comfortable and perhaps relieve the consti- 
pation. Such a patient is symptomatically cured. 

Where the obstruction results from cicatrical 
contraction as in figure 2 relief is not obtained and 
an abdominal anus or a resection may be required 
at any moment. 

When the stricture is low in the rectum and the 
fibrosis involves the sphincters, atrophy of those 
muscles frequently produces fecal incontinence. 

CoNGENITAL Sypuitis. Many of the manifesta- 
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tions of congenital syphilis appear about the anus 
of the young infants and may be overlooked or 
mistaken for simple skin irritations from lack of 
cleanliness. The earliest manifestations of syphilis 
in babies is an erythema or dermatitis about the 
anus accompanied by shallow fissures. . The anal 
mucous membrane is also fragile and brittle and the 
fissures are easily produced by dilating the anus. 
If untreated the ulceration spreads. The skin sur- 
face becomes copper colored; and later is thickened 
and raised and emits a thin, sero-purulent, and very 
fetid discharge. The little fissures may extend into 
the anal canal and may be secondarily infected. As 
these ulcers or fissures heal they leave radiating 
scars (so-called rhagades.) All of this change may 


occur within the first few months of life. It may 


begin within the first week or it may not evidence 
itself until the baby is two months old, and may be 
mistaken for the chafing that results from contact 
with feces and urine, but the latter condition is 
never associated with the numerous small, shallow 
anal fissures found in syphilis. (Figure A 
TREATMENT OF TERTIARY SYPHILIS. The treat- 
ment of tertitary syphilis of the anus and rectum re- 


quires special management of the local conditions. — 


Every effort must be made to prevent septic infec- 
tion. The patient should be put to bed and the 
bowels moved regularly and also irrigated. Ulcers 
should be cauterized. If the ulceration is extensive 
and the discharge profuse, the sphincters should be 
dilated to assist drainage. 

The systemic treatment consists in the adminis- 
tration of full doses of potassium iodide, preferably 
given in milk or essence of pepsin, increasing up to 
60:to 100 grains daily, given in small amounts fre- 
quehtly repeated. Mercury should. be exhibited by 
inuriction or hypodermatic injections, because when 
given by mouth it sets up a teasing diarrhea. 
Hypodermatically, I think I have had the best re- 
sults with salicylates of mercury. Every patient 
should also be given a course of intravenous treat- 
ment (arsphenamine. ) 

Locally, ulcers should be carefully and persist- 
ently treated. Daily dilating does much to reduce 
the local capillary congestion, but it must be care- 
fully performed for fear of lacerating the mucosa 
or even tearing through the bowel wall. These 
strictures must not be cut as they invariably fill up 
with granulations which contract further. Their 
pathology is not wholly syphilitic but has added 
septic infection; and posterior proctotomy, excision 
of the diseased field, or the construction of an ab- 
dominal anus may be necessary. 
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A FURTHER REPORT ON THE AUTHOR'S 
OPERATION FOR URETHRAL 
STRICTURE.* 

MAXIMILIAN STERN, M.D., 

New York 


Since my publication of “A Plastic Operation 
for the Cure of Urethral Stricture” (Journal of the 
A. M. A., January 10, 1920) numerous questions 
have been put to me concerning the field of applica- 
tion of this operation, its advantages over palliative 
measures, and the late results to be expected. With 
the hope of establishing a place in surgery for this 


bulbs 

membranous junction; staff in urethra arres‘ed at stricture ; filiform 

through stricture into bladder. Note the corpus spongiosum over- 

egy | the stricture and attached to superficial layer of the triangu- 
igament. 


Fig. 1—Diagrammatic representation of stricture at 


operation, I am anxious to answer these questions 
and to prove my contentions by explaining the ra- 
tionale of the operation and citing a few case his- 
tories. It is therefore my purpose in this paper to 
discuss these three points, merely repeating a de- 
scription of the operation by means only of illus- 
trations and legends. 

The chief points upon which differences of opin- 
ion seem to center are: 

First: The advisability of surgery at all. This 
question probably arises out of the inadequacies of 
external urethrotomy. When we consider the con- 
ditions under which that operation is performed 
and the pathology of the tissues concerned, it is 
not to be wondered at that no permanent results are 


4, “Bead before the Harlem Medical Association, New ‘York, Marek 


Vv. 
— 
d 
a 
‘ 
a 
a3 


Vor. XXXIV. No. 11. 


STERN—URETHRAL STRICTURE. 


AMERICAN 293 


Journat or Surcery. 


obtained. The cicatrization, if anything, is aggra- 
vated and dilatation becomes more imperative and 
difficult. Through the usual small vertical incision 


‘traversing the corpus spongiosum the field is 


bloody ; and in the event of the operation being per- 
formed without the aid of a filiform or guide 
through the stricture thé bladder end of the urethra 
is often difficult of recognition, resulting at times in 
the causation of a false passage to the bladder. The 
benefits are but transient; the patients ordinarily 


_ after an operation of magnitude believing that they © 


Fig. 2—Diagrammatic representation of finished operation: A, 
stricture excised and sutures in place; B, corpus spongiosum re- 
placed over urethra and sutured. : 


are well, remain away and receive no treatment un- 
til the stream again becomes very much attentuated 
or until acute retention ensues, thus necessitating 
another operation. External urethrotomy is gen- 
erally performed as an emergency measure, but does 
not meet the requirements of an emergency. It is 
also questionable whether such an emergency ever 
really exists, since no case of bladder rupture from 
retention due to stricture has ever been reported 
and it is well known that when these patients are 
given hot sitz baths, sedatives and rest, they are 
soon able to empty their bladders and hereafter may 
receive palliative treatment. Ordinarily it is not 
the stricture itself that causes the retention but a 
superimposed inflammation, and this when treated 
palliatively subsides and leaves a sufficient lumen 
for the urine to dribble through. 


There are, however, instances in which it is 
highly desirable to give the patient complete and 
immediate relief from his vesical urgency and in- 
sure him undisturbed sleep. These patients are in 
an anxious and desperate condition, incidental to 
many sleepless nights and to the toxicity of im- 
paired renal function. It is-in such cases that 
external urethrotomy is contra-indicated and cysto- 


tomy is preferable. A short gas-oxygen narcosis 


only is required—rather than ether, which is strong- 
ly contra-indicated in cases of this type. The 


Fig. 3—A, ss caused by staff in urethra, the lower arrow 
corresponding to beak of staff at stricture; B, inverted V-incision, 
its apex well aboye stricture. 


urethra receives no further damage and is more ° 
amenable to treatment or an operation logical to a 
cure than one upon which a linear scar has been 
inflicted. The value of cystotomy is more fully 
discussed under the heading of preoperative prep- 
aration. 

Second: The question of the advantages of my 
operation over palliative procedures has been 
strongly urged from various quarters, and I am 
convinced that the indications for surgical treat- 
ment have not received due consideration for the 
reason that it has always been instituted only as an 
emergency measure. While palliative measures, 
when carefully carried out, do in rare instances 
yield some more or less lasting benefits, it is gen- 
erally conceded that the majority of cases are not 
of this variety. The largest part of all stricture: 
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Fig. 4—Skin flap turned down, exposing structures overlying Fig. 6—A, clamps grasping junction of bulbo-cavernous and 
corpus spongiosum; A, ischiocavernous muscle; B, bulbo- superficial transverse perinei muscles near their atachment to 
cavernous muscle; C, junc'ion of the superficial transversus corpus spongiosum; B, right side severed, exposing C, super- 
perinei and bulbo-cavernous muscles on corpus spongiosum; D, ficial layer of the A ng ligament; D, muscle stump remaining 
levator ani muscle. attached to corpus spongiosum. 


, 


Fig. 5—A, bulbo-cavernous muscles separated and held apart, Fig. 7—A, levator ani; B, superficial layer and triangular 
permitting corpus spongiosum; B, to protrude. ligament; C, attachment of corpus spongiosum to triangular liga- 
ment. 
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cases are traumatized by instrumentation and are 
eventually so badly cicatrized as to require surgical 


intervention. 


With a surgical procedure that may logically be 


expected to effect permanent cure, insofar that suf- 
ficient and lasting patency of the urethra is assured, 


Fig. 8—A, corpus spongiosum elevated, exposing urethra; 


B, 


beak of staff engaged in stricture in urethra, throwing it into 
folds; C. same—lateral views and direct; E, Allis clamps placed 


above and below stricture and line of incision. 


Fig. 9—Urethra opened; staff and filiform exposed; left stric- 


tcre-bearing flap being removed. 


Fig. 10—Aperture in urethra after removal of stricture tissue. 


Fig. 11—Soft rubber catheter inserted into bladder; open end 


of catheter slipped over beak of staff about to be drawn up 
through urethra. 
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I am convinced that its field of application should 
be extended so as to include all cases except those 
which yield exceptionally to palliative measures. It 
does not seem justifiable to await the incidence of 
extreme symptoms, such as extravasation and abs- 
cess, not to mention those arising from a co-existing 
nephritis. 
_ Third: The question of late results: This can 
best be answered by a few typical case histories. In 
all, there have been ten patients’ operated upon to 
date by this method, all of whom seem to have a 
permanent urethral lumen of sufficient caliber; in 
six of these cases the operation was performed 


Fig. 12—A, catheter in urethra; first suture sieved for ap- 


proximation of upper and lower angles of wound; suture tied. 


more than a year ago. Two typical histories will 
suffice to illustrate their usual course: 


Case I. J. B. K., admitted to the Broad Street 
Hospital, November 25, 1919, complaining of a 
great deal of difficulty in voiding—being able to 
empty his bladder by .a-mere dribble of. urine and 
with much effort. The family and past history 


‘ 


irrelevant. 


' Fifteen years ago, while playing - football, the | 


patient was kicked inthe perineum, following which 
injury a swelling appeared; this was. treated with 
local applications and cold compresses. After a 
week’s treatment, the ocal condition cleared and he 
was not troubled until one year later, when he 
noticed a little difficulty in. starting to urinate. 
Sounds were then passed once a week for three 
months. He then went without treatment for two 
years, when the difficulty in urinating reappeared 


and he again reported for treatment. This time he 


was treated by the same physician for about three 
years, having sounds passed once every two to three 
months. About five years ago he had a great deal 
more difficulty in urinating than ever before, and an 


internal urethrotomy was done. This did not give 


the patient much relief. For the past five years he 
has been going from one physician to another, up to 
this date when he reports at the hospital with great 


difficulty in even dribbling urine—at no time having 
had acute retention. : 

Examination: Head, negative; heart and lungs, 
surgically competent ; abdomen, no areas of rigidity 
nor tenderness present excepting over the bladder 
region, where there is a slight degree of rigidity 
and tenderness; perineum, several infiltrated areas 
and one sinus discharging urine. A cartilage-like 


_urethra can be felt, extending from the perineum to 


the meatus. 

Treatment: November 28, 1919, a suprapubic 
cystotomy was performed and the patient was per- 
mitted to rest in bed for two weeks, during which 
time suprapubic drainage was maintained. The 
infiltrated areas were absorbed and the urinary 
sinus closed spontaneously. | 


Fig. 13—Urethral repair completed. 


On December 10, 1919, an internal urethrotomy 
was performed, following which the diagnosis of 
stricture at the bulb was confirmed. The patient 
was again sent back to bed and permitted to re- 
cuperate, during which time argyrol was instilled 
into the urethra. 

On December 22nd, the author’s plastic opera- 
tion was performed without difficulty. 

On December 24th, the urethral catheter was 
removed, the urethra .being irrigated during this 
procedure with boric.acid solution. A fresh cathe- 
ter was inserted. ..On the third day following the 
last operation the catheter was removed and the 
patient was catheterized every six hours. 

The following day he was permitted to void. 

January 2,:1920: Wound dressed. Healed by 
primary union. 

January 5: A sound, No. 28, was passed without 


‘difficulty. 


March 1: Urethra admits 28 F. easily. 
Sufficient time has not-elapsed to prove end- 


result, but this case seems to illustrate the conduct 
of one presenting every difficulty. 


Case II. Mr. R., age 32; admitted to the Broad 
Street Hospital on September 3, 1918, with acute 
retention of urine. He was put to bed, given mor- 
hine, and an instillation of apothosine locally. 

ith the aid of the author’s urethroscope, the stric- 


Ve 


a. 


3 
4 
4 
a 
1 


oe rnm 


Ver. XXXIV. Nv. 11. 


STERN—URETHRAL STRICTURE. 


AMERICAN 297 


JourNaAL oF SURGERY. 


ture was catheterized with a ureteral catheter. 
After two weeks of rest in bed, the patient was 
prepared for operation. . 

September 17: Urethroplasty. On the second 
day, the catheter was removed and the urethra 
irrigated with boric acid solution. Another catheter 
was inserted. On the third post-operative day, the 
catheter was removed and the patient was catheter- 
ized every six hours. On the fourth day he was 
permitted to void. The wound healed by primary 
union. 

On September 25, 1919, one year after the opera- 


“tion, sound No. 24 was passed without difficulty. 


Fig. 14—A, corpus spongiosum replaced over urethral wound 
and sutured to superficial layer of triangular ligament; B, sing 
suture so placed as to restore all muscle structures to their orig- 
inal positions over “‘butt-end” of corpus spongiosum. 


January 8, 1920: Urethra admits 24 F. sound 
easily. 

Four considerations essential to the success of 
the operation will be discussed briefly. 

First: The Gross Pathology of Strictures and 
their Location. Strictures in the neighborhood of 
the bulb are those that give us the greatest concern. 
Those anterior to this point in the pendulous urethra 
need not concern us in this discussion. The so- 
called strictures at the bulbo-membranous junction 
are the ones which ordinarily cause acute retention 
of urine and its sequele. These regularly occur on 
the floor of the urethra, because of the force of the 
urinary stream being here expended upon the 
mucosa due to its upward angulation along the face 
of the symphysis. This is the most dependent por- 


tion of the fixed urethra. That the cicatrization 
and infiltration is not confined to the urethra is not 
generally taken into consideration in studies of this 
subject. Close observation, however, will demon- 
strate conclusively that pathologic changes also oc- 
cur outside of the urethra in the spongy body and 
in the overlying structures, following the course 
of Colles’ fascia anteriorly—thus accounting for 
their extension forward rather than backward into 
the posterior or prostatic urethra. These facts are 
evidenced clearly in the operation, the infiltration 


Fig. 15—A, suture tied; B, union of bulbo-cavernous muscles. 


and contraction of the overlying structures fre- 
quently being extreme. At times it has seemed as 
if the mere release of the corpus spongiosum alone 
would free the urethra sufficiently to secure its 
patency. 

Second: The Selection of Cases for Operation. 
The clinical history usually determines between 
operative and palliative treatment. In general, un- 
complicated cases which respond well to palliative 
measures or those in which it is easy to pass instru- 
ments without causing too much bleeding or pain 
are not considered for operation. Severe symptoms, 
such as acute retention of urine or disagreeable re- 
action to instrumentation, suggest operation. 


Third: The Pre-operative Preparation. This is 
the most important consideration in determining the 
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outcome of the operation. Since primary union is 
a requisite for its success, the tissues traversed must 
be as nearly normal as possible. In many instances 
there is an inflammatory condition located in the 
urethra and in the superimposed perineal tissues, 
even when there is no pronounced urinary extrava- 
sation or abscess formation. Many of the patients 
are also in such poor general condition that prepara- 
tion similar to that for prostatectomy is logical; 
and it resolves itself, much as do those cases, to 
either a one-stage operation with preparation per 
urethram or a two-stage operation, including a pre- 
liminary cystotomy. This latter procedure I am 
much in favor of, especially in cases complicated 
by perineal invasion, since it gives all the time de- 
sired for the rehabilitation of the patient and the 
improvement of local conditions. With the aid of 
suprapubic drainage the patient obtains nights of 
beneficial sleep, with relief of vesical urgency and 
complete rest to the part concerned. During this 
time the urethra can be treated with irrigations or 
instillations, and perineal difficulties can also be 
overcome by suitable treatment. 
tion and abscesses be present, they can be drained. 
It is of primary importance that the perineal tissues 
be in good condition, and I usually delay the matter 
of operation until I am convinced that primary 
union can be confidently expected. 


Fourth: Post-operative Treatment. Here failure 
may attend the operation unless great care is exer- 
cised in the treatment of the wound. In a moist- 
bacteria-laden area frequent changes of dressing 
must be made and perspiration prevented, if possi- 
ble, by avoiding the use of heavy bedclothing. Im- 
mediately after the operation, it is my practice to 
cover the field with an unguent composed of paraf- 
fin, wax and petroleum, which acts not only as an 
occlusive covering but also as an antiseptic, in that 
it envelopes any organisms present in the skin and 
renders them inert. 

At the time of operation, an indwelling catheter 
is fixed to the glans penis and allowed to remain 
in situ for forty-eight hours. As it is desirable for 
the parts to be at perfect rest, any irritability must 
be counteracted by sedatives, and in these cases I 
am accustomed to administer small doses of code- 
ine during the first few post-operative days. At 
the expiration of forty-eight hours the catheter is 
slowly withdrawn while a gentle stream of hot boric 
acid solution is allowed to flow through it. A fresh 
catheter is then inserted and allowed to remain for 
twenty-four hours. 
operative day. On the fourth post-operative day 
the patient is catheterized every four hours or when 
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Should infiltra-j 


This concludes the third post-_ 


request is made. On the fifth day, voluntary 
micturition is permitted. ‘A sound is passed on the 
tenth day, and one of larger caliber a week later. 
It is my experience that no further instrumentation 
is really necessary, for the patency of the urethra 
is assured. 


Conclusions: That this procedure is a logical one, 
is based upon the following considerations. 

1. The exposure is an anatomical one and com- 
plete, inflicting no irreparable trauma and yielding 
a practically bloodless field. 

2. By this approach the strictured area itself and 
the tissues overlying it are made clearly visible 
and can be dealt with in a truly surgical manner. 
The exposure of the bladder end of the urethra, 
which is so often hard to find through the old in- 
cision when no guide i is inserted, gives no difficulty 
whatever. 

3. The urethral repair can be performed with 
exact knowledge as to the capacity of its lumen, 
and the contracture of the superimposed tissues can 
be prevented by restoring them without tension. 

4, Healing by primary union insures against the 
recurrence of obstructing infiltrate which charac- 
terizes external urethrotomy. 

219 West 81st STREET. 


URETERAL STRICTURE. 

Ureteral stricture is the cause of more kidney 
pathology (excluding conditions usually classified 
as medical) than any one factor. It accounts for 
the majority of hydronephrosis cases, and thus in- 
directly for many cases of floating or movable kid- 
ney, and of pyonephrosis. The majority of pyelitis 
cases have ureteral stricture and obstruction as a 
basis. Most cases of pyelitis of pregnancy and of 


‘the puerperium depend on stricture, as do many 


cases of pyelitis in children. Some cases of albu- 
minuria and eclampsia leading to premature child- 
birth are due to stricture. Most cases of stone in 
the ureter and probably many cases of stone found 


in the kidney and bladder arise in an area of ure- 


teral stricture. It is probable that urinary stasis 
due to stricture is the predisposing factor in many 
cases of stone arising in the kidney, and of recur- 
ring kidney stone after operation. Many, if not 
the majority, of the cases of so-called essential or 
ideopathic hematuria are due to urethral stricture. 
—Guy L. Hunner in the N. Y. State Journal of 
Medicine. 


In most cases of prostatic obstruction a silver 
or block tin catheter can be passed, with gentleness, 
even when Mercier and bi-coudé catheters fail. 
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DRAINAGE IN CHOLECYSTECTOMY. 


After cholecystectomy with ligation of the cystic 
duct, complete healing is ordinarily so prompt that 
one often feels,tempted to close the abdominal 
wound without providing any drain, because in a 
very large percentage of cases a drain proves to 
have been unnecessary. Some surgeons have yield- 
ed to this temptation and after a series of satisfac- 
tory results, have even proposed non-drainage as 
a routine. John T. Bottomley of Boston is a recent 
advocate of this procedure. In the Boston Medical 
and Surgical Journal, August 19, 1920, he reports a 
series of twenty cholecystectomies, (for both acute 
and chronic cholecystitis), in fifteen of which he 
employed no drain and in the remaining five of 
which (because of oozing not controlled during the 
operation, or of soiling from an infected gall-blad- 
der) he used only a small drain for 24 to 36 hours. 
In none of these cases was there any leakage of bile 
and, upon that experience, Bottomley proposes— 
somewhat timidly, to be sure—the discontinuance of 
drainage after cholecystectomy. He says: 


For the past decade or two the tendency has been 
to limit or to do away entirely with the use of drainage 
in abdominal cases. We may cite as witnesses the 
facts that not a few surgeons now use nc drainage after 
reasonably early operation for perforation of a gastric 
or duodenal ulcer, that many men no longer use drain- 
age as a means of carrying off the serous effusion ac- 
companying acute appendicitis and that many pelvic 
cases now go undrained which would certainly have 


been drained some years ago. Most of us older men 
can remember the days when abdominal drainage meant 
huge wads.of gauze packing sticking out of the ab- 
dominal wounds and making necessary great suffering 
and often serious shock in their removal. To-day a 
split rubber tube carrying gauze, or a cigarette drain | 
suffices in most instances. 


This is quite true. Surgeons have learned that 
within the abdominal cavity a drain accomplishes. 
nothing unless there is a collection of fluid to be 
drained, that the gauze or tube quickly becomes. 
walled off and so can evacuate secretions only from 
the tract in which it lies or from the pocket or 
cavity, if any, into which it leads. But there are 
conditions—and cholecystectomy is one of them— 
in which caution dictates the provision of a drain, 
not for the escape of any fluid then present or form- 
ing, but as a safety-valve for the possible escape 
of fluid later on. 

Bottomley says: “I realize that twenty cases are - 
far too small a number from which to: draw a gen- 
eral conclusion.” [We quite agree with him in 
this.] “Iam working with an opem mind and am 
just as willing to discontinue this practice, if I find 
I am subjecting patients to undue risk, as I am to 
continue it, if things go well. Jf the disuse of 
drainage ts safe in most of the cases of cholecystec- 
tomy, certainly drainage should be done away with.” 
[Italics ours. ] 

We cannot follow the author m the deduction that 
because “disuse of drainage is safe in most of the 
cases of cholecystectomy,” it should be done away 
with. Quite the contrary! Becamse disuse of 
drainage is unsafe in some cases, it should be pro- 
vided, as a precaution, in all. 

We believe it to be an observation im the experi- 
ence of most surgeons that in some cases of 
cholecystectomy and cystic duct ligation (with 
chromicized catgut), however carefully and neatly 
performed, there occurs, sometimes within a day or | 
two, sometimes in a week to ten days, a more or 
less profuse escape of bile. We do not know of any 
way of determining in advance whether this will 
happen, nor any way of preventing it, and so we 
believe it wise and proper in all cases of cholecyst- 
ectomy to leave a small tube in the wound leading 
down to the stump of the duct. A small rubber 
tube, inserted thus as a precautionary outlet and 
removed on about the seventh day will not prolong 
the convalescence nor, materially, the complete 
healing. Nor does a drain, if thus used, threaten 
infection of the abdominal wound, as Bottomley 
suggests of larger drains. | : 

Between the large gauze packing, which is un- 
necessary, and no drain at all, which is unsafe, there 
is the rational medium of a simple tube outlet which 
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seems to us to be both wise and, in most cases, suf- 
ficient. If the gall-bladder is dissected out of its 
peritoneal envelope, at least from its capsular at- 
tachment to the liver, and especially if the cystic 
vessels have first been tied, there is no oozing from 
the liver bed to require gauze tamponade. A small, 
soft rubber tube is inserted down to the stump of 
the cysticus and, to prevent its displacement dur- 
ing the suturing of the abdominal wall, we have 
found it useful to anchor it with a fine catgut stitch 
passed through the end of the tube and through 
the stump of the duct distad to the chromic catgut 
ligature. As an extra precaution, it is often wise 
to provide for drainage of any blood or infected 
fluid from the depth by introducing another rubber 
tube, also small but larger than the first, into Mor- 
rison’s space. Only when there is oozing, or the 
prospect of vozing, from the liver bed of the gall- 
bladder or from a laceration of the liver, is it nec- 
essary to employ gauze; and, then, this can be done 
by splitting the second tube in its length to partially 
enclose a gauze wick. Both tubes, lying together, 
make but a small breach in the belly wall which 
closes soon after their removal. Moreover the 
second tube can usually be safely removed in 48 
hours. 


ANESTHESIA IN SURGICAL TUBERCU- 
LOSIS. 

The risks of an inhalation anesthesia, especially 
etherization, to a patient affected with pulmonary 
tuberculosis are quite recognized and, when possible, 
avoided by surgeons. Nor are they unfamiliar 
with instances of the lighting up of unsuspected pul- 
monary disease by etherization in individuals oper- 
ated upon for tuberculous lesions or, indeed, for 
other conditions. Probably, however, surgeons 
have not sufficiently appreciated this danger. It 
| is interesting, therefore, to note the warning ut- 
| tered by Ethan Gray, of Chicago, in The American 
Review of Tuberculosis, September, 1920. 


He records as his experience that “not infre- 


} quently active pulmonary tuberculosis is seen in 
| patients who give a history of having recently had 
an operation, which, in most cases, was done for the 
§ relief of conditions which, in themselves, would 
= suggest tuberculosis elsewhere in the body, namely, 
» cervical glands, cold abscesses, tuberculous joints, 
) ischiorectal abscess and fistula, orchitic tubercu- 
» losis, tuberculosis of the prostate or kidney, etc. 
Further, it has been noted that the history of these 


m™ cases often contains no mention of pulmonary tu- 


i bereulosis prior to the operation. But, following 
) operation, for the first time, comes the story of 


persistent elevation of temperature and increasing 
cough. * * * The class of cases here discussed 
gives a history of ether anesthesia, few or none of 
chloroform administration and absolutely none of 
local anesthesia.” 

The practice is, of course, general to examine 
heart, lungs and urine before administering an an- 
esthetic. What Gray’s observation suggests to us is 
that it is important, in all cases of surgical tubercu- 
losis, that there should be a very careful examina- 
tion of the lungs by physical signs and roentgenog- 
raphically, to determine the presence or absence of 
pulmonary tuberculosis, healed, quiescent or active ; 
and that ether should be avoided in those cases, 
especially, in which the lungs are not free from sus- 
picion. 


Announcements 


| UROLOGICAL NUMBER. 

The December issue of the JourRNAL will be de- 
yoted to urology and will contain the following 
articles: Further Progress in the Treatment of 
Tumors of the Female Bladder, by William Neill, 
jr., Baltimore; Urethral Abscess, by Victor C. 
Pedersen, New York; Urinary Extrayasation, by 
Clarence Martin, St. Louis; Notes on the Differen- 
tial Diagnosis of Various Types of Renal Hematuria, 
by A. Hyman, New York; Chronic Urethritis, by 
Irvin S. Koll, Chicago; Urethral Strictures, by A. 
Ravogli, Cincinnati; Further Observations on Tu- 
berculosis of the Male Genital Tract, by J. D. 
Barney, Boston; Cystoscopy in the Female, by H. 
D. Furniss, New York; Radium Treatment of Blad- 
der and Prostatic Cancer, by Gustav Kolischer, 
Chicago; Urethral Strictures, by E. G. Ballenger, 
Atlanta; Rebellious Suppurative Cystitis, by A. 
V. Wendel, Newark, N. J.; Removal Methods for 
Bladder Stones, by Bransford Lewis, St. Louis; 
A New Principle Applicable to Treatment of Gon- 
ococcal Urethritis, by Frederic S. Mason, New 
York. 


SUBMUCOUS RESECTION OF THE NASAL 
SEPTUM. 

During the coming year the Journat will pub- 
lish a series of articles on Submucous Resection of 
the Nasal Septum by W. Meddaugh Dunning of 
New York City. They will cover the physiology of 
the nose, the anatomy and pathology of septal 
deviations, the indications for resection and the 
technic of standard operations. These articles are 
freely illustrated and will, we believe, be found of 
much practical interest. 
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Multiple exostoses is sometimes an hereditary 
affection, descending through several generations, 
in which it may be limited to one sex. 


It should not be forgotten that epithelioma some- 


times occurs on a finger or toe, or in the web be-: 


tween the digits. It may have its origin in a kera- 
tosis. Unless radium treatment produces progres- 
sive healing amputate the digit early. Examine the 
lymph glands for enlargement. 


Fracture of the patella is not always associated 
with a palpable separation of the fragments. Sub- 
periosteal or, more strictly, subaponeuotic, frac- 
ture of the patella occurs occasionally. Such an 
injury is suggested by localized tenderness, by 
ecchymosis and by swelling in the quadriceps 
region. 


It is altogether sloppy to smear the patient’s 
perineum and buttocks with lubricant when making 
a digital examination of the rectum. What lubri- 
cant may remain externally after withdrawing the 
finger should be wiped off before the patient leaves 
the table—lest his next visit be to a physician more 
neat and considerate. 


In the treatment of Colles’ fracture do not in- 
clude the fingers in the splinting and do not im- 
mobilize the wrist. for four or more weeks. It is 
important to keep the fingers actively mobile from 
the outset and to begin movements of the wrist 
early. Once reduced, the fragments in a Colles’ 
fracture are not apt to become displaced. Pro- 
longed splinting does harm rather than good. 


Complete intestinal obstruction—as by a rectal 
carcinoma—is an urgent condition that justifies 
the surgeon in performing whatever operation he 
finds necessary, even if it be the infliction of a per- 
manent colostomy. But a patient—whether or not 
he be a charity case in the hospital ward—who has 
an inoperable cancer of the bowel that is not causing 
complete obstruction should not be submitted to a 
deliberate colostomy without his approval. He 
need not be told that he has a cancer but he should 
be told that the operation will make an intestinal 
outlet that will discharge feces upon his abdomen 
as long as he lives. 


Progress in Surgery 
Selections from Recent Literature. 
Edward Bleier, M.D., Abstract Editor. 


Mobilization in Injured, Infected and Fractured Joints. 
CiaRENCE McWituiams, New York. Medical Record, 
- September 4, 1920. 


The most valuable acquisition that the surgery of the 
war has given us is the Willems method of treating joint 
lesions, whether aseptic or infected, by immediate, active, 
and continuous mobilizations. To accept this method im 
civil practice, as it must be, will mean the complete revolu- 
tion of the old, firmly established dogma of the necessity 
of immobilization in all joint injuries. This change cam 
be effected only by the demonstrated superiority of this. 
method over others in the successful treatment of the vast 
number of severe injuries of joints which occurred durin 
the war. Willems gives the figures in regard to the fina 
outcome of his treatment in 100 consecutive knee cases, 
eighteen of which were accompanied by a purulent syno- 
vitis of a virulent type ,chiefly streptococcic. Among these 
100 patients there were no deaths and no amputations. 
There was one resection, and there were two stiff joints. 
These are very striking and remarkable figures. In com- 
parison, the results obtained in one evacuation hospital of 
the American Expeditionary Forces suffer markedly, due 
to the too early evacuation of patients, which necessarily 
resulted in immobilization, and the half-hearted attempts 
at mobilization. Of eighty-two patients with knee injuries, 
sixteen became infected, nine died, three had amputations, 
seven suffered complete ankylosis, while in one case re- 
section was performed. 

McWilliams divides the subject into the mobilizing treat- 
ment (1) of the acute cases (a) aseptic, (b) infected, and 
(2) of the chronic cases. ; 


The Acute Diseases—In general the Willems treatment 
is the same, except for the preliminary procedures, whether 
a joint lesion is infected or aseptic. In the case of 
recent injury, one should excise the contused and infected 
soft parts, extract foreign substances, remove the rough 
and dirty edges of the bony wounds, extract detached: bone 
fragments, wash out the cavity, and completely close the 
synovial membrane. In an infected joint one must per- 
form an arthrotomy by appropriate incisions and leave the 
wounds open without any tubes or drains into the joint, 
and no splints are to be applied. Following these prelimin- 
ary procedures, the technique in the two types of acute 
cases is the same. To obtain results one must absolutely 
follow the methods which Willems has so carefully and 
successfully worked out in a large number of cases. The 
author describes in detail the procedure of mobilization 
required in these cases. 

After the removal of semilunar cartilages, or joint mice, 
the active motions should be instituted at once, immediately 
after the effects of the anesthetic have worn off. There 
need be no fear of any deleterious influence on the in- 
cision if this is properly repaired after removal of the 
cartilage. A continuous catgut suture closes the synovial 
incision edges and the overlying tissues are brought to- 
gether by interrupted silkworm gut sutures, which should 
not be removed for twelve days. McWilliams used this 
technic in half a dozen patients, instituting the active 
motions at once without splinting. Half of these patients 
have had to be oy Page One patient drained sterile fluid 
from the joint for a week through the incision which 
opened of itself. Careful sterile dressings prevented any 
infection of the joint and the active movements were gone 
through with as though the joint were not open. The 
good results were astonishing in all cases.. From a two to 
four months’ disability, as would be the case under the 
old immobilization treatment, the time was reduced to a 
month at most, when full motions were obtained. 

The joint incisions, after foreign bodies have been ex- 
tracted, should be completely closed, after thorough lavage 
of the cavity with physiologic sodium chlorid solution 
followed by pure ether. The edges of the bruised and 
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infected wound of entrance should be first excised until 
healthy tissue is reached. No drainage of the joint should 
ever be used in operations for the extraction of foreign 
‘bodies performed immediately following the injury. 
Drainage simply invites infection. A closed joint will take 
care of infection much better than we had any idea of. 
The Willems’ mobilizations as just outlined should be 
exercised immediately. Aspiration of hydrops into the 
joint will probably be required, possibly a number of 
times. Rising temperature and local inflammation will 
_ presage the onset of infection. Streptococcic infection 
will require immediate opening of the wound, but no 
drains should be inserted. Willems’ mobilization from 
the start, and walking should be carefuly ‘carried out. 
After a few days, if the temperature does not subside, 
and there is great and continuous pain, the drainage is not 
‘sufficient and the original wound should be enlarged. If 
the infection is produced by less virulent organisms than 
streptococci, the joint may be aspirated by means of a 
trocar and cannula, every other day, and washed out. A 
fall in the temperature will indicate subsidence of the 
infection while its increase will require opening of the 
‘wound and drainage without tubes. The best drainage 
is accomplished through adequate incisions by means of 
active, faithful mobilizations combined with walking with- 
out crutches. 


Septic joints arise as complications of pneumonia and 
various other acute infections, as well as trauma. Strep- 
‘ttococcus infections also occur as a result of acute trauma- 
tisms, direct or indirect. Direct contusion is a frequent 
«cause, while severe twisting of the knee is an indirect 
cause. Cases occur in which there is no ascertainable 
trauma nor any demonstrable general infection. 

Fractures of the olecranon and patella have been treated 


‘usually by prolonged immobilization. This has produced 
a long disability caused by subsequent stiffness in the 
joints. Willems has overcome this by his early mobiliza- 
tions. He encircles the fragments by a buried suture of 
silk or silkworm gut and brings the edges of the tears 
in the lateral tissues together by sutures. No splints are 
applied subsequently. Active, gentle motions are soon 
begun, but walking, in the case of a fractured patella, 
is delayed for ten days. 


‘Tuberculosis of the Knee Joint in Children. M. S. 
HeEnpverson, Rochester, Minn. Minnesota Medicine, 
October, 1920. 


Henderson outlines in a general way the diagnosis, 
etiology, pathology, and treatment of this condition. _ The 
Major part of the discussion is devoted to the question 
of etiology, the author assuming the attitude that. tuber- 
culosis of the knee is always secondary to infection else- 
where, and often preceded by trauma. His conclusions 
are as follows: 

1. Tuberculosis of the knee is always secondary to a 
focus elsewhere in the body and may be caused either 
by the human or bovine tuberculosis bacillus. 

2. Trauma is a prominent etiologic factor. 

3. The disease may be either primary in the synovia 
‘or in the bone. It is difficult to determine which is the 
More common. It is the impression of the author from 
clinical experience that the synovial type is fully as com- 
mon in children as the osteal type. . . 

4. The symptoms are usually mild and the deformity 


develops surreptitiously with but little complaint from 
the child. 


5. The treatment is essentially conservative, and if 


instituted early, carefully planned, and carried to com- 
pletion affords a good prognosis. 


The Indications for Active Immediate Mobilization 
in the Treatment of Joint Injuries. Cu. Witems, 
Belgium. Annals of Surgery, October, 1920. 


Willems in this article adds no new details to his already 
well known principles in the treatment of joint injuries. 
He calls attention, however, to the causes of failures in the 
hands of other observers. Failures are due to either in- 


correct or more often incomplete carrying out of the 
treatment. : 

In purulent arthritis, pus retention is usually due to in- 
sufficient mobilization. This may be remedied by enlarging 
the incisions or making the movements more complete. 
The slightest amount of pocketing is sufficient to arrest 
motion. It may often be necessary to have a special nurse, 
familiar with the method, to constantly encourage the pa- 
tient in the obligation of movement. 

In cases of joint injuries associated with fractures, 
Willems believes that his method is serviceable, no matter 
how extensive the lesion. Of course in many such cases, 
the movements must be more limited than in cases not 
associated with fracture. If there is infection of the artic- 
ular wound in addition, mobilization is imperative to se- 
cure adequate drainage. Where there is a fractured knee, 
mobilization may be secured in bed, especially if the trac- 
tion employed is sufficient to secure a fairly good fixation 
of the fragments. 

Even in cases where a good part of the epiphysis is de- 
stroyed, as for example part of the condyle of the femur, 
mobilization yields the best results. It may be necessary 
to use a jointed brace for support. 

Lastly, where there is considerable destruction of the 
ott, eras especially the ligaments, the method is most 
useful. 


The Abduction Method Considered as the Standard 
Routine in the Treatment of Fracture of the Neck 
of the Femur. Roya, WuitmAn, New York. Jour- 
nal of Orthopedic Surgery, October, 1920. 


Whitman presents the details of the abduction treat- 
ment for fracture of the neck of the femur. He con- 
rege this the only proper method of treatment from 

e mechanical standpoint, and claims that this view is 
borne out by the excellent results obtained. 

The patient having -been anesthetized is placed on a 
pelvic support with a perineal bar, the shoulders resting 
on a box of equal height. Two assistants make manual 
traction on the extended limbs, drawing the perineum 
firm'y against the bar and reducing the ‘shortening on 
the injured side, as demonstrated by measurement; the 
surgeon meanwhile lifting the thigh upward if it is below 
the plane of its fellow. The limb is then rotated slightly 
inward, thus completely apposing the fragments. Both 
limbs, extended and under manual traction, are then ab- 
ducted to the full limit, on the sound side first, to demon- 
strate the normal range and_to balance the pelvis. [When 
this limit is approached on the injured side, the tension 
on the capsule aligns the fragments in a horizontal plane, 
and as the inner, or head fragment, is fixed by the aceta- 
bulum, finally forces the neck fragment against it. This 
mutual pressure is the first essential of stability, and it 
is further assured (in central fractures) by the inclusion 
of the line of fracture beneath the acetabular rim, by the 
apposition of the trochanter and the side of the pelvis, 
and finally by the absolute muscular impotence incidental 
to complete abduction. A long plaster spica is then 
applied which by fixing the limb in complete abduction, 
full extension, and slight inward rotation, insures the con- 
tinued effectiveness of the anatomical splinting. If the 
fracture is incomplete or impacted, the neck in its relation 
to the shaft is usually displaced backward and downward, 
and whenever the deformity is sufficient-to seriously im- 
pair the normal range of motion, it should be corrected. 


Forward Dislocation of the Astragalus, and with it the 
Foot. Ropert Henry Fares Dinecar, New York. 
Annals of Surgery, October, 1920, 


The writer reports a case of this very rare lesion. Of 
the five types of this lesion, namely forward, inward, up- 
ward, backward, and outward dislocations, only about 100 
cases have been reported. The forward dislocation of the 
astragalus is the rarest form of all. The author describes 
the violence producing the lesion in this case, which 
occurred in a young laborer. In the X-ray pictures of 


- the foot before reduction, the following points were noted: 


The astragalus was dislocated forward. The posterior 
portion of the oscalcis was further forward and nearer 
the malleoli than normal. The foot was more plantar- 
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flexed than normal. The hollow of the instep was in- 
creased. The tip of the external malleolus was frac- 
tured but not displaced. The tip of the internal malleolus 
was fractured and displaced forward. The relation of 
the astragalus to the os calcis and vavicular bone was 
normal. The tarsus was slightly inverted. The astraga- 
lus in an anterior view showed, in addition, some slight 
outward displacement, Reduction was easily accomplished 
and the foot placed in a cast. The final result was ex- 
cellent from a functional standpoint, 


Clinical Considerations of Osteomyelitis. A. J. Ocus- 
NER and D. W. Crite, Chicago.. Surgery, Gynecology 
and Obstetrics, September, 1920. 


The authors present a very elaborate discussion of the 
scientific aspects of this subject. Special attention is given 
to the anatomy, pathology, diagnosis, and factors in re- 
generation. The practical points in reference to diagnosis 
and treatment are the following: 


1. An early concise diagnosis and immediate surgical 
treatment is of the greatest importance. 


2. The operation should invariably consist in splitting 
the periosteum for a d: stance of 2 to 5 cm. beyond the 
area of pain upon pressure in the bone in each direction. 

3. The periosteum should be loosened from the bone 1 
to 2 cm. on each side of the incision. 

4. In extremely severe cases this should be the extent 
of the primary operation. 

In less severe cases ultimate healing can be hastened 
by carefully opening the medullary canal at the point 
previously located because of pain on pressure. 

6. Care should be taken to prevent traumatizing the 
tissues by rough chiselling. 

7. Moist hot antiseptic dressings with fixation of the ex- 
tremity and with the use of the electric light treatment 
increase the comfort and facilitates healing. 

8. The shaft of a long bone should never be removed 
until a good involucrum is formed. 

9. In late cases or in secondary operations, every particle 
of dead bone and tissue must be removed. 

10. At this operation some definite plan must be carried 
out to facilitate closing the defect. 

11. Skin grafting is of great value in many cases. 

12. Local foci of infection such as abscesses of tonsils, 
teeth or sinuses, should invariably be eliminated at once 
upon undertaking the treatment of patients suffering from 
osteomyelitis. 


The Role of Cancellous Tissue in Healing Bone. 
T. Wincate Topp, Cleveland. Annals of Surgery, 
October 1920. 


From a careful clinical and experimental study of the 
subject, Todd lays down the following principles: 
- Cancellous tissue is one of the chief agents in regenera- 
tion of bone, and like the cambium layer of the periosteum, 
should be treated at operation in the most conservative 
manner, consistent with thorough exploration and drain- 
age. In regeneration the cancellous tissue nearest the mid- 
length of the bone grows most rapidly, whereas that in or 
near the articular extremities shows less readiness to pro- 
liferate and fill the cavity. Septic bone cavities should be 
permitted to heal from the bottom, the wound in the soft 
tissues being kept widely open until this has occurred. 
The least possible mechanical disturbance of the cancellous 
tissue should be employed and no disinfection of the cavity 
attempted, for this simply kills the remaining tissue from 
which regeneration is expected. Regenerating bone is 
very sensitive to and easily affected by pressure, even of 
the soft tissues, and by inefficient drainage. It is not ad- 
versely affected by the ambulatory method of treatment. 
Compact bone plays . very minor part in regeneration. 


The Splint in of the Clavicle. 
A. Royster, Raleigh, N. C. Southern Medical 


September, 1920. 


Royster claims that the factor which produces the 
deformity in fracture of the clavicle is not, as was pre- 
viously supposed, the pull of the attached muscles, but the 
actual weight of the shoulder, which falls downward and 


backward. The essential feature of treatment should 
therefore be the replacement of the shoulder. The Velpeau 
and Sayre dressings are anatomically incorrect and pro- 
ductive of suffering. The Velpeau dressing unreduces 
the fracture after it has been reduced, while the Sayre 
dressing reduces the fracture but also the patient. 

The barrel-stave splint is here described again by its 
author.: 

“This is simply a barrel stave which has been cut at 
the ends and the middle fitted on the chest. The middle 
of the concave to fit within the heads of the humeri; a 
curve is put over the middle of the suprasternal notch and 
it ‘is sawed at each end; a nail is driven into each end, 


_ but not through the splint. There is sufficient concavity 
’ here to fit the ordinary chest. The splint is padded and 


wrapped. I simply tie this corner of the bandage in on 
the nail; then carry it around to the other side and wrap 
it around that nail and come around to this side and wrap 
it again. The nails might be a little longer in this par- 
ticular case. This is all we do. I am through now ex- 
cept for the turns to make the splint a little more firm. 
now, in case it tends to slip we can use some adhesive 
to’ reinforce it, especially in children. Union occurs in 
the ordinary case after about three weeks and the stave 
can be removed. We get good union and there 
is usually no lump or knot, which is present in 
most of the cases treated by other methods even 
where a so-called good result is obtained. I am sure if 
you use it you will be more than satisfied and you will 
get good results. All sorts of modifications may be made. 
One method consists in placing the stave behind; another 
is the T-splint, which was used on the other side during 
the war. The principle remains the same, that with this 
form of dressing, front or back, you can do without all 
the older forms of treatment and get perfectly good results. 


Ankylosis of the Jaw. Harry P. Ritcuie, St. Paul. 
The Journal-Lancet, September 1, 1920. 


Ritchie reports two cases of ankylosis of the jaw suc- 
cessfully operated upon, and presents a comprehensive 
view of the subject. 

1. The frequency of the condition is not great, ——_ 
more than is apparent because many cases do not find 
their way into the literature. 

2. The occurrence is possible at any time of life, but 
more usually its inception, at least, is in the early years 
of life in and around puberty. 

3. Fixation of the jaw in occlusion follows involve- 
ment of the temporomaxillary joint or the contracture 
of the fascia about the joint, particularly of the muscles, 
masseter, temporal, or pterygoids; therefore this may be 
readily considered as articular and extra-articular. 

4. Infection and traumatism divide the primary cause, 
Blair saying equally, while Henderson and New prove 
that infection has a large percentage over traumatism. 

Traumatism as a cause is, of course, covered by blows 
and kicks on the chin. 

Infection may find its way to the joint by— 

a. Inflammatory involvement of contiguous structures, 
namely, middle ear, parotids, tonsils, dental abscesses. 

b. Metastatic involvement, as any other joint in the 
body may be affected. : 

c. The exanthemata. 

5. Unilateral involvement seems to be most frequent, 
but sufficient percentage of cases show bilateral fixation 
to bring this consideration into every case. Under cir- 
cumstances of late involvement the location may be very 
difficult; in fact, there are several cases reported by very 
eminent surgeons who have ffankly confessed to having 
operated on the wrong joint, so that he is a wise surgeon 
who prepares his patient for an attack on both joints 
at the same sitting or as a follow-up operation. 

When the joint is affected during the formative period 
of life and sufficient time has elapsed, a characteristic 
deformity i is produced, which forms the basis for diagnosis 
in every case, although at times in later life the evidence 
may be practically negligible. 

The surgical considerations are as follows: 

1. The possibility of bilateral involvement plus the com- 
bination of articular and extra-articular cause. 
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2. The difficulty of anesthesia given with a jaw fixed 
in occlusion; therefore the patient must be brought to 
ration with an empty stomach on account of the possi- 
ble aspiration of fluids. Many operators prepare for an 
tracheotomy. 

3. Experience has shown that, in inflammation covering 
a period of years, and especially in older patients, the 
bone becomes eburnated to an extraordinary degree of 
density, making the attack upon what seems to be a com- 
paratively superficial joint a most difficult undertaking; 
therefore it is well to prepare one’s self with several groups 
of instruments—chisels, saws, and burrs—because, it is 
our experience, this operation is not to be lightly under- 
taken and may develop into a distinctly major procedure. 

4. By reason of the shallow shape of the joint and 
the rather delicate structure of the zygoma, there is no 
chance to obtain a movable joint or normally to recon- 
struct it, and the aim and purpose is to create a false 
joint either by removal of the head or section of the 
neck of the ramus. 

5. The anatomical points to be considered are the fol- 
lowing: 

a. The external temporal artery. 

This being a superficial structure it can be easily con- 
trolled if necessary; ordinarily it can be aovided, but no 
penalty results if it be destroyed. 

he seventh nerve. 

This is of the greatest importance, and the skin incision 
and the avenue of attack are most definitely influenced 
by the necessity of its avoidance. 

c. The internal maxillary artery. 

_ As this artery lies deep on the inner side of the ramus, 
it cannot be injured without severe complications. 

The operation in both cases consisted of resection of 


the ramus of the jaw, and interposition of a flap of tem-- 


poral fascia into the newly formed joint. In the first 
case the flap sloughed out, due to faulty technique, but 
the practical results were equally excellent in both cases. 


The Non-operative Determination of the Patency of 
the Fallopian Tubes by Means of Intra-uterine 
Insufflation with Oxygen and the Production of 
an Artificial Pneumoperitoneum. I, C. Rustin, 
New York. Journal of the American Medical Asso- 
ciation, September 4, 1920. 

The importance of determining whether or not a wo- 
man’s Fallopian tubes are both patent in establishing 
the cause and treatment of sterility is quite evident. 

. Rubin has found it possible to determine whether the 

tubes are patent or not by injecting oxygen into the uterus 

and in normal cases filling the peritoneal cavity with a 

measured quantity of oxygen. For the specific purpose of 

establishing the fact of open fallopian tubes the amount 
of oxygen need not exceed 300 c.c. The small volume 
of oxygen has the advantage of enabling the physician 
to examine the patient in the office without the necessity 
of her going to bed for twenty-four hours or more. The 
determination of the presence of the gas in the abdom: 
inal cavity is made with the fluoroscope. The technic is 
simple, the gas is soon absorbed, it produces little or no 

_ discomfort and no accidents have occurred from its em: 

ployment. 


The Cervical or Krénig Cesarean Section. Enwarn L 
Cornett, Chicago. Illinois Medical Journal, Septem- 
ber, 1920. 

Cornell has performed 52 operations of this type with 
excellent results. The technique is described in detail. 
‘The essential feature is the extra-peritoneal exposure of 
the uterus. The incision is made in the mid-line, extending 
from the pubis to one or two cm. from the umbilicus, 
‘The peritoneum is opened, the loose peritoneum between 
the uterus and bladder is incised, and the bladder retracted 
downwards, thus exposing the lower uterine. segment, or 
uncovered portion. A 12 cm. incision is made beginning 
from the lowest portion of the cervix, which is rarely 
more than one cm. in thickness, and the fetus is delivered 
head first by means of forceps. The uterus and incision 
are then closed. The main feature of the after-care is 
the emptying of the bladder, which should be performed 
every six hours. 


The advantages of this operation may be briefly listed: 

1. The test of labor can be given without fear. 

2. There is less shock to the patient, as the intestines 
and peritoneum are not handled. 

3. Less bleeding. 

4. Less chance for formation of abdominal adhesions, 

5. Better control of infection. 

6. Less risk ot mother and baby. 

7. Better after-results. 

8. Less chance for subsequent uterine rupture. 

9. It avoids craniotomy on the living child. 

Infection, if present, is usually confined under the 
peritoneum. It can burrow upward only a short dis- 
tance owing to the firm attachment of the peritoneum. 
It can burrow downward between the bladder and cervix, 
through the cervix, or beside the bladder toward the pubic. 

If not treated, the abscess will point in the skin near 


the abdominal wound, or into the cervical canal. The. 


treatment is easy. It can be reached extra-peritoneally 
through the abdomen, through the cervix, or by dissecting 
the bladder from the cervix through an anterior colpotomy. 

Upon examining the uterus 6 to 10 weeks after operation, 
it is surprising how little scar tissue is left, and in con- 
sequence how little damage has been done to the uterus. 
Usually it is possible to feel a short (34 inch) narrow 
scar in the cervix. 


Rupture of Cesarean Section Scar_in Subsequent 
Pregnancy or Labor. Earptey London, 
The Lancet, September 18, 1920. 

Holland has made a very earnest study of this subject, 
in an endeavor to determine the etiology and anatomy 
of ruptured scars. Five cases are reported from the Lon- 
don Maternity Hospital. All phases of the operation were 
studied even down to suture materials used in the effort 
or definitely clear up the subject. The author’s con- 
clusions are: 

(1) The frequency of rupture of the Cesarean section 
scar in subsequent pregnancy or labor (abortions ex- 
cluded) is 4 per cent. : 

(2) The cause of ruptured scar is imperfect healing, 
leading to a thin scar in which muscular union has failed, 
and which consists of little more than peritoneum and 
decidua with a varying amount of intervening fibrous 
tissue. 

- (3) All thin scars stretch during pregnancy; rupture 

of a thin scar may be determined solely by the intra- 

uterine tension of normal pregnancy or by the uterine 
contractions of normal labor; or it may be favored by 


' -yarious accidental factors, of which the chief is inser- 


tion of the placenta over the scar, with partial separa- 
tion of the placenta, and retroplacental hemorrhage. 

(4) Other accidental factors are over-distension of the 
uterus, prolonged or obstructed labor, operative interfer- 
ence, such as internal version, the insertion of hydrostatic 
bags, and the administration of such drugs as pituitrin. 

(5) In-the reported cases rupture occurred almost as 
often during pregnancy as during labor (in proportion 
of three to four); and many cases have been reported 
as ‘early as the seventh month of pregnancy. 

(6 e chief cause of imperfect healing is infection 
of the uterine wound; other causes are imperfect methods 
of ane and the employment of unsuitable suture ma- 
terial. 

(7) As regards the suture material, catgut should not 
be used, for the liability to rupture after catgut is two 
and a half times the liability after silk. For theoretical 
reasons silkworm gut is the most suitable material. 

(8) As regards the incision, the scar of the transverse 
fundal incision is especially liable to rupture. Only one 
case has so far been reported of rupture of the scar of 
the cervical incision. 


Puerperal Sepsis and Its Treatment. R.S. Titus, Bos- 


9 Boston Medical and Surgical Journal, September 


Titus reviews the present status of puerperal sepsis, 
laying special stress on the necessity for conservative treat- 


ment. e concludes: 


Puerperal infection is bacterial infection. Organisms 
gain entrance, first by vaginal examination; second, by 
the presence of an abnormal vaginal flora at the time of 
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fabor: third, by extension from foci of infection else- 
where in the body. The three types of puerperal in- 
fection depending upon the organism are, first, hemolytic 
streptococcal infection; second, pyogenic infection; third, 
saprophytic infection. The treatment of each type de- 

ds upon the bacterial reaction and the knowledge of 
its pathology. By and large, leave it alone. The curette 
is dangerous. The antiseptic douche unintelligent. The 
conservative treatment rational and harmless. Surgery 


_ plays its part only when the infection has produced local- 


ized pus, and then the old-time surgical principle of the 
evacuation of pus obtains. Vaccines and serums have 
had their try and they have been found wanting. The 


future holds its hope first in aseptic preparation of the . 


patient, absolute cleanliness of the operator. In this way, 
to lower the percentage of infection to its lowest possib!e 
point. Next, conservative treatment to do no harm rather 
than to go on the supposition that some good may come 
from interference and in the specific serum for each 
individual case based upon the success of the treatment 
of type four in pneumonia. Theoretically, vaginal smears 
and cultures of a pregnant woman taken soon before 
labor may point out those which contain harmful bac- 
teria and, in consequence, some method of making these 
harmful bacteria harmless may be evolved.” 


The Surgical Treatment of Gastric Ulcer. - Sir Berxe- 
LEY G. A. MoynrHan, Leeds. British Medical Journal, 
July 24, 1920. ae 

Moynihan compares the various methods for the surgical 
treatment of gastric ulcer, concluding that partial gas- 
trectomy gives the best results. This agrees with the 
opinion expressed in an article in this number of the 
AMERICAN JoURNAL oF SuRcERY, by a French observer, 
Abadie. 

The surgical treatment of a chronic gastric ulcer may 
call for the performance of one or other of the following 
operations : 

I, Gastro-enterostomy. 

II. Excision. 

III. Gastro-enterostomy combined with excision by 
knife or by cautery (Balfour’s operation). 

IV. Gastro-enterostomy combined with jejunostomy. 

V. Resection of a part of the body of the stomach— 
“sleeve resection.” 

VI. Partial gastrectomy. 

Gastro-enterostomy alone has been abandoned by the 
author for the following reasons: 

(a) The results, even when the operation was “success- 
ful,” were not so satisfactory as those which now follow 

strectomy. The morbidity was greater, the return to 
ealth slower, the ability to take food early and generously 
was wanting, a more watchful after-care was necessary. 

(b) Some cases returned with the ulcer still open, and 
a further operation was required. In such cases the 
ulcer had almost always perforated all the walls of the 
stomach, and adhesions had occurred to the liver, pran- 
creas, or abdominal wall. 

(c) Some few cases returned with carcinoma of the 
stomach after so long an interval as to make it probable 
that the cancerous change had occurred after the operation 
had been performed. Estimates of this sort are, to be 
sure, fallacious, for the chronicity of some forms of malig- 
nant disease of the stomach is remarkable. Moynihan was 
recently consulted, on account. of a return of her symp- 
toms, by a patient upon whom four years and seven 
months ago he performed gastro-enterostomy for carci- 
moma of the lesser curvature of the stomach, causing 
obstruction, when secondary deposits were present in many 
glands, in the falciform ligament (one otf these nodules 
was removed for microscopical examination and con- 
firmed the diagnosis), and the liver. 

(d) There is evidence to show that gastric ulcer may 
develop, even after gastro-enterostomy has been per- 
formed, when the stomach itself was normal. 

Excision of the ulcer, which promised great results, 
has been abandoned. 

Eleven patients were submitted to a second operation, 
and seven of them showed active ulceration at the site 
of the excision, one had developed a fresh ulcer distal 
to the original one, and three had extensive adhesions 


which crippled the action of the stomach. The operation 
may fail on account of technical errors. Too small an 
area of induration surrounding the actual crater may be 
removed; the hard stiffened edges of the wound which 
remain, infiltrated by inflammatory products which have 
long been there, may not heal kindly or rapidly, and fresh 
ulceration may start before cicatrization is complete. In 
other cases a deformity of the stomach may be consequent 
upon the removal of an ulcer, especially of one which 
lay upon, or near, the lesser curvature; the normal peris- 
taltic movements will then be checked at the line of scar, 
as a radiological examination will plainly declare. The 
use of unabsorbable sutures, especially continuous sutures, 
may lead to secondary ulceration. All continuous “sero- 
muscular” sutures probably penetrate to the muscosa in 
more places than one; if this occurs, the suture will 
eventually ulcerate its way through to the lumen of the 
bowel and be discharged, or hang loose at the suture line 
for months or years. Finally, even with a careful tech- 
nique, adhesions may form between the suture line and 
any viscus or the abdominal wall in contact with it, and 
some embarrassment of the action of the stomach will 
then certainly result. 

Excision of the ulcer by cautery combined with gastro- 
enterostomy is probably the best operation short of gas- 
trectomy. It destroys the ulcer more completely than does 
the method of excision, for the effect of the cautery ex- 
tends widely beyond the seared edge of the wound. If 
by chance there is an early carcinomatous change it is 
probable that much of the risk of local recurrence is 
removed. No more tissue is sacrificed than is necessary, 
and the suture of the wound offers, as a rule, no difficulty. 


Gastro-enterostomy combined with jejunostomy is a 

method reserved for cases of great difficulty. The results 
have been excellent. There are ulcers of the stomach 
so large, so awkwardly placed, and so deeply penetrating 
the liver, or the pancreas, in patients whose general con- 
dition is so poor that any operation becomes serious. Such 
cases may be unsuitable for Balfour’s operation, by reason 
of the size or remoteness of the ulcer; and for the opera- 
tion of gastrectomy by reason of the extremely feeble 
condition of the patient, who has perhaps recentiy suffered 
from a copious hemorrhage. In all such cases this type 
of operation is indicated. 
_ Finally, partial gastrectomy is the operation of choice, 
where feasible. The risk is not great: over a period of 
ten years it is not more than 2.5 per cent. All things 
considered, and account being taken of the five years 
succeeding operation, it is probably a safer operation 
and is certainly more immediately satisfactory than gastro- 
enterostomy alone It cannot always be practised. The 
condition of the patient may forbid it. The ulcer may 
be so large and so placed as to make removal a matter of 
so great technical difficulty that the immediate hazards 
are unfair to the patient. But as experience grows the 
number of such cases diminishes. Nowadays Moynihan 
rarely practises any other operation than partial gastrec- 
tomy or gastro-enterostomy in “Y” combined with jejunos- 
tomy. 


Gastric and Duodenal Ulcers: Typical and Atypical 
Forms; The Relative Value of Diagnostic o- 
cedures. C, W. McCrure and L. Reynorps, Boston. 
com Medical and Surgical Journal, September 9, 


The authors present an analysis of eighty cases of _—_ 
ulcer. In fifty-five of these the diagnosis was confirmed 
by operation; in the remaining cases the diagnosis was 
assured by +-raty and laboratory findings. The cases di- 
vide themselves naturally into the typical and atypical. Of 
the typical cases there were fifty-four. Summary of find- 
ings in these typical cases were as follows: The patient 
presents himself complaining of epigastric pain occurring 
at a fairly definite time after meals and in the great ma- 
jority of cases relieved by taking soda or food, or less 
often by vomiting, which is frequently induced. Occa- 
sionally the pain radiates, usually to the back. Frequently 
night-pain is a disturbing feature. Although hematemesis 
and tarry stools occurred in nearly 20 per cent. of the 
cases, the occurrence of these phenomena in relation to 
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the duration of the disease and the number of exacerba- 
tions is relatively infrequent. Rather rarely vomiting is 
a prominent symptom. Belching, regurgitation and other 
dyspeptic symptoms occur frequently but as a rule they 
‘are not particularly distressing to the patient. 

The radiographic findings show evidences of an ulcer 
in some portion of the stomach or in the first portion of 
the duodenum. , 

The atypical class of peptie ulcer includes twenty-six 
of the eighty cases studied. This class may be divided into 
six types and contains the modification of the typical 
group produced by benign pyloric obstruction. The types 
are as follows: 


The gall-bladder type of peptic ulcer. This class is 
characterized by pain resembling in all respects that oc- 
curring in cholelithiasis. The pain ~occurs either in pe- 
riods of exacerbation, such as is the rule in the typical 
class of peptic ulcer, or at irregular intervals. 

The pain in certain numbers of this group is located in 
the episgastrium and it may or may not radiate. There 
are six examples of this type of pain in this series. How- 
ever, in certain of the cases the pain was not particularly 
severe; in one case it was dull, aching in character. 

Type of peptic ulcer resembling malignancy, Three 
gases whose clinical picture resembled closely that of 
malignancy superimposed upon peptic ulcer have been 
studied. The three cases were operated upon and por- 
tions of the ulcers excised and examined microscopically ; 
they showed no malignant changes. 


Peptic ulcer with constant epigastric pain. Four cases 
of gastric ulcer, the diagnoses confirmed at operation, 
have come under observation in which the patients com- 
plained of constant epigastric pain. In one of these 
the pain was unaffected by food, while in the others food 
aggravated it. In one of the cases the x-ray findings 
were diagnostic; i. ¢., an incisura and a niche present 
on two examinations made several weeks apart. In the 
other cases the radiographic findings were distinctive but 
not diagnostic. 


_. The type of peptic ulcer with marked vomiting. Vomit- 
ing was a marked symptom in 4 cases. In 3 of these 
cases there was no abdominal pain; in one (gastric ulcer) 
there was mild epigastric distress followed by vomiting 
immediately after meals, in another (duodenal ulcer) there 
was slight epigastric distress accompanied by vomiting 
but not related to meals, while epigastric distress was 
rarely present in a third case (duodenal ulcer) and the 
vomiting was not related to food. In the fourth case 
vomiting followed severe epigastric pain; the pain was 
not related to meals. In the first three cases, in which 
the diseases had been present one to forty years, ex- 
acerbations had occurred, while the fourth case came 
under observation in the first attack. A history of hema- 
temesis was obtained in each case. 

The authors’ conclusions are: 

The symptomatology of peptic ulcer may be divided in- 
to typical and atypical groups. The typical type, by the 
aid of radiographic findings, may be diagnosed with a high 
degree of accuracy. In the diagnosis of the atypical class 
x-ray studies are of the utmost value; in many cases the 
diagnosis cannot be made without the aid of radiographic 
findings. 

X-ray studies should form a part of the physical ex- 
amination of every gastrointestinal case. Their impor- 
tance in the diagnosis of peptic ulcer is second only to 
that of the history of the case. 

_ X-ray studies are the most efficient and accurate aids 
in the differentiation between functional and organic 
‘pyloric obstruction, and between ulcer and cancer. 


In the great majority of cases laboratory findings are 
of less value as an aid in the diagnosis of peptic ulcer 
than those obtained from radiographic studies. 


The laboratory findings valuable in diagnosis are gross 
amount of blood in the vomitus or gastric contents, the 
frequent vomiting of old food residues, and tarry stools. 
Findings of less value are the persistent presence of oc- 
cult blood in the stools, the presence of food residue in 
the gastric contents, and the presence of free HCI in the 
gastric contents. 


Cancer; Factors Entering Into the Delay In Its Surgi- 
cal Treatment. Cuanninc C. Simmons and Ern- 
est M. Datanp, Boston. Boston Medical and Surgical 
Journal, September 2, 1920. 

The authors present the statistics of 519 cases of carci- 
noma, admitted to the Massachusetts General Hospital, in 
order to ascertain the causes of delay in operation. 

Their conclusions are as follows: 

1. The symptoms of cancer are dependent on the organ 
attacked. There are few symptoms characteristic of the 
disease itself in its early stages. 

2. The rapidity of the growth varies within wide limits 
in the organs attacked and what may be termed long 
duration in cancer in one situation is short in another. 

3. The average duration of the disease in all cases on 
their admission to a hospital is 12.49 months. The dura- 
tion may be divided into three periods—the length of time 


from the first appearance of symptoms to the first con- 


sultation with a physician, representing delay on the part 
of the patient. 2, The time from the first consultation 
with a physician until an operation is advised, representing 
delay on the part of the physician. 3, The time elapsed 
after the advice for operation is given until the patient 
enters the hospital, representing a second period of delay 
on the part of the patient. 

4. The delay on the part of the patient after the 
onset of symptoms before seeking medical advice is 5.4 
months. It varies considerably as to the situation of the 
tumor and the rapidity of its growth, but has little relation 
to the character of the first symptom. 

5. The average delay on the part of the physician before 
advising operation is three months. The great majority of 
physicians in this community recognize the condition and 
advise operation promptly. The delay in carcinoma of 
certain regions is longer than is justifiable, however. 

6. There is practically no delay on the part of the pa- 
tient after operation is advised. The advice is accepted 
and arrangements made for operation at once. 

7. In only 44.5 per cent. of the cases of cancer admitted 
to a general hospital is there any hope of cure by a radical 
operation. The operative mortality in these cases is 15 
per cent., sepsis, shock, and pneumonia being the chief 
causes of death in the order named. 


Treatment of Vascular Nevi with Radium. DouGLas 
W. Montcomery and Georce D. Cutver, San Fran- 
cisco. Boston Medical and Surgical Journal, Sep- 
tember 30, 1920. it 

The authors report very favorable results in four cases 
of large tuberous growths in infants. The influence of 
radium is most marked in the large tuberous, vascular, 
nevi. In these cases, the tumor growth is stopped, then 
the tumor shrinks in size, and finally the startling red 
color disappears. The technique is described in detail, 
with special reference to the necessity for regulating the 


_ amount of screening according to the nature of the case. 


The flat red nevus is not nearly so amenable to the treat- 
ment with radium as the large bulbous ones, but even 
these can be improved if carefully treated. The so-called 
spider nevus, consisting of @ bright red point, with capil- 
laries radiating out from it, is not at all amenable to 
radium treatment, as it contains no nevus or hyperplastic 
tissue to be acted on by the gamma-rays. The electric 
needle should be used for these latter cases. 


Radium in the Treatment of Malignant Tumors of the 
Nose and Throat. Roperr SONNENSCHEIN, Chicago. 
Journal of the American Medical Association, Sep- 
tember 25, 1920. 

In the opinion of Robert Sonnenschein, the future of 
radium therapy seems very bright, particularly in reference 
to applications in tumors of the nose and throat; but 
great caution is advisable in statements regarding actual 
cures. It is important to watch for recurrences during 
a period of from two to five years. In reporting cases, 
authors should give details of the preparation used, the 
method of application, duration of exposure, etc., in radium 


treatments. Following up the cases and reporting on them 


again whenever possible is of the utmost importance im 
the formulation of definite conclusions regarding the re- 
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sults of radium treatment. Radium is probably of great 
value before, and certainly after operations. It is very 
effective in relieving pain, hemorrhage, discharge, etc., 
in many inoperable cases. Sarcomas are especially respons- 
ive to radiation; the carcinomas yield much less readily, 
and the squamous type of epithelioma is scarcely amen- 
able to radium at all. Complications, at least those re- 
ported, are not so frequent as one would be likely to 
expect. Burns were the most common ones, but even 
death may result from toxemia. Radium has many ad- 
vautages as compared with roentgen rays, especially for 
applicaticn in the nose and throat. The diagnosis of 
the malignant cases should be made by a competent 
laryngologist, and the radium applied either by him or 
in cooperation with a radiologist. Only in this way will 


correct statistics and reliable results be obtained, with. 


greatest benefit to the patient and the safest guidance to 
the profession. 


Book Reviews 


Lehrbuch der Chirurgie. Von Pror. Cart Garrt, Di- 
rektor der Chirurg, Universitatsklinik in Bonn, and 
Pror. Dr. A. Borcuarp, Berlin-Litchterfelde. Octavo. 
695 pages; 535 illustrations, some of which are col- 
ored. Leipzig. F. C. W. Vocer, 1920. 


In order to bring the entire study of surgery within the 
compass of this reasonably small volume the authors have 
eliminated the discussion of the principles of surgery and 
of rare conditions. Moreover, only the classical opera- 
tions, e. g. hernioplasty, amputations, etc., are described, 
The work is an eminently concise and practical text-book. 
The discussion is didactic, the arrangement is systematic 
and the text, it is a pleasure to note, is not overburdened 
with proper names. Apparently, the authors have had in 
mind the making of a practical text-book, and have suc- 
ceeded admirably. The illustrations are numerous, almost 
entirely or.ginal and, as usual in continental publications, 
beautifu! from a technical viewpoint. 


Exophthalmic Goiter and Its Non-Surgical Treatment. 
By IsrazrL Bram, M.D., instructor in Clinical Medi- 
cine, Jefferson Medical College, Philadelphia, Pa.; 
Physician on Visiting Staff of Philadelphia General 
Hospital ; member of the Society for Study of Interna) 
Secretions, etc. Octavo. 400 pages. St. Louis. C. V. 
Mossy Company, 1920. 


The title of this book aroused the keenest anticipations 
on the part of the reviewer. In an editorial in the 
Journat, March, 1920, we quoted several passages from 
a then recent article on exophthalmic goiter by this same 
author, we suggested—as he does—the importance of the 
psychic factor in etiology, and we questioned whether the 
surgical treatment of Basedow’s disease had fulfilled ex- 
pectations. Both these themes, it is true, Dr. Bram ex- 
pounds plentifully in his book but we regret to say, hardly 
to our satisfaction. 

On page 96, he discusses the neurogenic origin of Base- 
dow’s disease. This important chapter is frankly disap- 
pointing. It consists largely of extensive quotations from 
other authors between which are sandwiched a few bare 
Statements of the author’s own views, with little direct evi- 
dence to support them. We do not intend to convey the 
impression that he is not correct in his views; indeed, we 
are willing to assert that he is. But we believe that he 
might have made this chapter far more convincing had he 
teported a study of his own cases, not only in regard to 

e frequency of predisposing and exciting psychic trau- 
mata but also in an analysis of the nature and varieties 
of psychic strains. We refer Dr. Bram to Sattler’s ex- 

ustive monograph on Basedow’s disease to show how 
this phase of the problem can be attacked. The same criti- 
ism applies to the chapter in which he condemns the sur- 
gical treatment of exopthalmic goiter. Here again he calls 
ito play much theoretical specu!ation and quotes en 
Masse page upon page of views of other observers, but we 


fail to find any consistent and logical study of his own 
experiences or that of others. We frankly admit that 
the vast majority of surgical reports upon the results of 
operation for exophthalmic goiter are woefully lacking 
in accurate clinical study of so-called “cures” and we ex- 
pected to find some study of this nature in Bram’s book, 
but it is entirely lacking. It may be true, as Bram says, 
that “this condition (exophthalmic goiter) is no more a 
subject in the realm of surgery than is pneumonia or 
typhoid or scarlet fever.” But he offers no proof that this 
is so, and it surely is no slight responsibility to condemn 
by a mere opinion the practice of thousands of able sur- 
geons, among whom may be mentioned the Mayos, 
Kocher, Halsted and Crile for instance. 

The remainder of the book, with the exception of the 
chapters on the non-surgical treatment, offers little in the 
way of novelty. A large part of the text consists of lit- 
tle more than extensive quotations from various writers. 
The author mixes the good and the bad indiscriminately, 
offering very little in the way of critique, so that it is hard 
to determine what he approves or does not approve. 
Many of the writers whom he quotes are not even rep- 
resentative. Moreover, we regret to see that many quota- 
tions in the text are not indexed in the appended biblio- 
graphy. The chapter on the non-surgical treatment, espe- 
cially psychotherapy, is refreshing. Here Bram speaks 
with the authority of experience. There is much shrewd 
and homely advice, and there is a human touch that is 
unfortunately largely lacking in current expositions of 
therapy. We wish that Bram had introduced the personal 
touch more frequently in his text. 


Surgical Shock and the Shockless Operation through 
Anoci-Association. By Grorce W. Caz, M.D., Pro- 
fessor of Surgery, Western Reserve University, Visit- 
ing Surgeon to the Lakeside Hospital, Cleveland, and 
Wiutiam E. Lower, M.D., Associate Professor of 
Genito-Urinary Surgery, Western Reserve University ; 
Associate Surgeon, Lakeside Hospital; -Surgical Di- 
rector, Mount Sinai Hospital, Cleveland. Second 
Edition of “Anoci-Association,” edited by Amy S. 
Row.Lanp, B.S. Octavo; 272 pages; 75 illustrations. 
Philadelphia and London. W. B. Saunpers Co., 1920. 


In the six years that have elapsed since the first edition 
of this book appeared ‘Crile has seen no reason to aban- 
don his kinetic theory of shock nor his surgical method, 
by “anociation” (anoci-association) of avoiding it. Indeed 
his continued experience in civiliam practice amd, especially, 
his work in the evacuation and base hospitals im the war 
where shock was so large a problem, have confirmed him 
in both his theories and in surgical anociation. This, 
indeed, is what led the authors to prepare a second, re- 
written and enlarged edition. 

They review the years of clinical and laboratory studies 
of shock (in which, it seems to ws, the establishment of 
the operation of blood transfusion is the most brilliant 
chapter) and the various steps that [ed up to Crile’s theory 
of shock and the practice and t ic of anociation. The 
causes and phenomena of shock are described in expo- 
sition of the kinetic theory. Little here is added to the 
earlier presentation. The treatment of shock, occupying 
the next chapter, is brief but it contains all that is worth 
saying on the subject, to wit: physiologic rest, warmth, 
large quantities of fluids, elevation of the foot of the bed, 
large doses of morphin (except when there is cyanosis), 
blood transfusion and, when operating, nitrous oxid-oxy- 
gen narcosis combined with local amesthesia, and quick, 
deft operation by sharp dissection. 

The rest of the book is devoted to the technics of ano- 
ciation in operations generally and as applied to a large 
number of operations, individually: the avoidance of pain- 
ful and distressing impressions before and after operation 
and the cutting off of noci-stimuli during operation by 
the combination of morphin-scopolamin, nitrous oxid- 
oxygen narcosis (never to the point of. cyanosis and sup- 
plemented, if need be, with a little ether), infiltration of 
tissues with 1-400 novocain solution (in certain grave 
cases also with quinin-urea hydrochlorid to prevent after- 
pains), gentle manipulations and sharp dissection. 
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There are brief chapters on blood transfusion and on 
anesthesia. 

Aside from any question of the theory upon which he 
bases anociation, Crile has been an inspiration to many 
by the demonstration of his technique of precision and 
gentleness—the wizardry of deft fingers. 


Cerebro-spinal Fluid in Health and in Disease. By 
ABRAHAM Levinson, B.S.,,M.D., Associate in Pedia- 
trics, Northwestern University Medical School; Asso- 
ciate Pediatrician, Sarah Morris Children’s Hospital 
of the Michael Reese Hospital, Chicago; Attending 
Pediatrician, Mount Sinai Hospital, Chicago; attend- 
ing Physician, Children’s Department Chicago-Win- 
field Tuberculosis Sanitarium. ‘With a foreword by 
Lupvic Hextoen, M.D. Small octavo; 230 pages; 56 
illustrations, including 5 color plates. St. Louis. 
C. V. Mossy Company, 1919, 


The cerebro-spinal fluid has assumed so much im- 
portance in diagnostics and is the subject of so much study 
today, that this timely monograph, written clearly and 
without undue elaboration, should find a warm welcome. 
We have much enjoyed reading it. It presents the work 
of all other observers and, modestly, the observations 
of the author himself, After a brief “history of the 
cerebro-spinal fluid” Levinson recites the known facts 
and the theories concerning the anatomy, origin, absorp- 
tion, and functions of the fluid. Following a chapter on 
the methods of obtaining the fluid for examination from 
the spine and from the head, are described all the vari- 
ous properties of the fluid in health and in disease— 
chemical, physicochemical, cytological; its bacteriology; 
and its various chemical and biochemical reactions, diag- 
nostic and otherwise. In these chapters, in which the 
reactions are made easily understood to the reader, the 
author exercises a conservative critique and points out 
both the discrepancies of various observers and the unde- 
termined factors yet to be resolved. 

The technic of all the diagnostic tests, also clearly pre- 
sented and compared, occupies a separate chapter. The 
final chapters are, respectively, on the peculiarities of the 
“cerebrospinal fluid in various diseases;” “intraspinal 
treatment” (including technics); and a in 
which the author very succinctly restates certain important 
known facts concerning the normal and the pathological 
fluid and suggests lines of research in which further 
studies are indicated. 

Among the physico-chemical tests Levinson lays stress 
_on the value of determining the hydrogen-ion concentra- 
tion. For this he recommends the Levy-Rowntree-Mar- 
riott method. 

The references in the work are very numerous, and 
the bibliography is gathered at the end of each chapter. 

Although this monograph is a small one it covers the 
entire field admirably, and the author deserves commenda- 
tion for its preparation, 


Infectious Diseases. A Practical Textbook. By 
BucHaNAN Ker, Ed., F.R.-C.P., 
Medical Superintendent, City Hospital, Edinburgh, 


and Lecturer on Infectious Diseases to the University . 


of Edinburgh; (Major, R.A.M.C., T.F. Second Edi- 
tion. Octavo; 609 pages; illustrated. London: 
Henry Frowpve, Hopper & Stoucuton, 1920. 


The author has completed a revision of his work which 
had been delayed by reason of the war. This, therefore, 
results in a modernized volume well balanced in its dis- 
cussion, with particular stress upon practical and use- 
ful phases. Discussions of bacteriology and pathology 
are intentionally minimized, in order to give a larger 
Space to the more serviceable elements concerned in a 
discussion of infectious diseases. 

The contents are based upon the diseases that are 
treated at the Edinburgh City Hospital, of which the au- 
thor is the Medical Superintendent, It may be recom- 
mended for general usage to the general practitioner or, 
indeed, to the surgeon who, not infrequently, is sorely 
tried by questions involving differential diagnosis in the 
surgical wards. 


Massage and Exercises Combined. A Permanent Phys- 
ical Culture Course for Men, Women and Children. 
Health-giving, Vitalizing, Prophylactic, Beautifying. 
A New System of the Characteristic Essentials of 
Gymnastic and Indian Yogis Concentration Exercises. 
Combined with Scientific Massage Movements. By 
ALBRECHT JENSEN, Formerly in charge of Medicab 
Massage Clinics at Polyclinic Hospital and other Hos- 
pitals, New York. Octavo; 93 pages; 86 illustrations. 
New York: Brooks AND Porter, 1920. 


For those who are seeking a manual that gives informa- 
tion concerning a combination of stroking and pressing 
movements with gymnastic exercises, this book supplies. 
practical information. With wisdom, the author stresses 
the importance of the development of the nervous and 
circulatory systems rather than the mere development of 
muscular bulk. The book is well illustrated, and replete 
with suggestions, even if the physiology and pathology 
included are exceedingly amateurish, and often times. 
weak and inaccurate. 


Books Received 


The Human Factor in Industry. By Lee K. FRAnxkeEL, 
Ph.D., Third Vice-President, and ALEXANDER 
FLeisHeR, Ph.D., Assistant Secretary, Metropolitan 
Life Insurance Company, with the co-operation of 
Laura S. Seymour. Duodecimo; 336 pages. New 
York: THe MacMitran Company, 1920. 


hirurgie Réparatrice et Orthopédique. Publié Sous La 
Direction de MM. E. Jeansrau, P, Nové-Josseranp, 
L. OmsrépANNE ET P. Desrosses. In two octavo vol- 
umes; 1,384 pages; 1,036 illustrations. Paris: Masson 
ET Cig, 1920. 


4, 

Diagnosis and Treatment of Brain Injuries, with and 
without a Fracture of the Skull. By Wuttiam 
SHarpe, MLD., Professor of Neurologic Surgery, New 
York Polyclinic Medical School and Hospital, Con- 
sulting Neurologic Surgeon, Manhattan Eye and Ear 
Hospital, Hospital for Ruptured and Crippled, Beth 
Israel Hospital, New York City and Nassaw Hospital, 
Mineola, Long Island, etc., etc..Octavo; 736 pages ; 232 
illustrations. Philadelphia and London: J. B. Lippin- 
corr Company, 1920. . 


American Medical Biographies. By Howarp Kexty, M.D., 
LI.D., F.A.C.S., Hon. F.R.C.S. (Edin) and Water 
L. Burrace, A.M., M.D. Large octavo; 1320 pages. 
Baltimore: THe Norman, Remincron Co., 1920. 


Eating to Live Long. By Witt1Am Henry Porter, M.D. 
‘With an Introduction by Epwin F. Bowers, M.D. 
243 pages. Chicago: Tue Remiy & Lee 


(- 

The American Red Cross in the Great War. By Henry 
P. Davison, Chairman of the War Council of the 
American Red Cross. Duodecimo; 286 pages; illus- 


trated. New York: THe MacmiLLaAn 
1920. 


The Fundamentals of Human Anatomy, Including Its 
Borderland Districts. By MarsH Pirzmay, A.B., 
M.D., Professor of Anatomy in the Dental Depart- 
ment of ‘Washington University, St. Louis. Octavo; 
343 pages; 101 illustrations. St. Louis: C. V. 
Mossy Company, 1920. 


Life. A Study of the Means of Restoring Vital Energy 
and Prolonging Life. By Dr. Serce Voronorr, Direc- 
tor of Experimental Surgery at the Laboratory of 
to ges of the College de France. Translated by 
Evetyn Bostwick Voronorr, Assistant in the Labora- 
tory of the College de France. 
pages; 39 illustrations. New York. 
Company, 1920. 


Duodecimo; 128 
E. P. Dutton & 
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